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The Climacteric 
Vo <4 oy 
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*MEPILIN’ 


“* ... A mixture of the male and female hormones 


was more efficacious than oestrogen alone.” 
BRIT. MED. JOURN., 1953 (JULY 25), 2, 214 


TRADE MARK 








ie aie abletand eachtea~  % TABLETS Bottle of 25 at 4/4 and 100 at 14/6 
of Mepilin Elixir °¢* f 
s ethifylestradiol o.ormg. { =LIXIR Bottle of 4 fi. oz. at 6/- and 20 fi. oz. at 23/- 
| Sam chiles 3 mg. : Basic N.H.S. prices 
SS Literature and sp packings are lable to physicians on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 











STANLEY RIVLIN 
DIRECTOR BATTERSEA VARICOSE ULCER CLINIC 
on the Treatment of 


VW astcoes VEINS 
AND TH a R COMPLICATIONS 
With a Foreword by A. DICKSON WRIGHT 
. the author is to be congratulated. 
This is a book to buy.”"—The Practitioner 


Heinemann 


TECHNIQUES 
Edited t 


F. L. GREENHILL, 8. R2 M.C.8S.P., T.H.T. 
Sister-in-Charge, Medical Rehabilitation Unit, Royal Free 
Hospital ; Late Sister-in-Charge, Rehabilitation Unit, Hill End 
E.M.S. Hospital (St. Bartholomew’s) ; Former Member Council 

of Chartered Society of Physiotherapy. 
Assisted by 


HEALD, C.B.E., M.D., F.R.O.P., in Rheumatism and Arthritis. 

%. BARRON, F.R.C.S., in Burns and Injuries of the Hand. 

Mr. J. COLSON, M.C.8. P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 


Pages 222 +x 8 plates 
12s. 6d. net, plus 7d. postage. 
Hodder & Stoughton Ltd., 20, W arwic k-aquare, London, E.C.4 


ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 

BRITISH ASSOCIATION. OF PLASTIC SURGEONS 

Reprinted from THE LANCET with an appendix 
These articles record the practice of surgeons who are treating 
burns every day and who see the good results of treatment 
that is carefully planned from the start. Here is their plan, 


fully but briefly set out. 
48 pages Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


10s 6d 


PHYSIOTHERAPY 


Wm. 


IN 


Demy 8&vo 34 figures 





BRtIsH OBSTETRIC AND GYNACOLO. 
GICAL PRACTICE 
Sir EARDLEY HOLLAND, 


PR yyy by M.D., F.R.C.S., 


.C.0.G., and ALECK BOURNE, M.A., M.B., F.R.C.S., 
: F.R.C.0.G. 
In two volumes, sold separately : 
OBSTETRICS 1164 pages 400 illustrations 115s. net 
GYNECOLOGY 850 pages 370 illustrations 95s. net 


Prospectus available 
Wm. Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Price 10s. 6d. net, plus 6d. postage 


“ This is a unique book in medical literature . . . it is filled with 
practical hints as to how te overcome the disabilities of the 
various diseases which are described.’’—Practitioner. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


Ts LAW AND ETHICS OF DENTAL 


PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the 


Demy 8vo 252 pages 





Medical Protection Society 


and 
D. MORGAN. L.D.S. (Lee 
Formerly Deputy Dental Secretary of ry British Dental 
Association 
Foreword by Professor R. Aire % M.D.S. Dunelm, F.D.8., 


M.R.C.S. 
Professor of Oral Pathology, Durham University 
Director, Newcastle-upon-Tyne Dental School 


Expert guidance on the many problems which confront the 
dentist 


Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 








OLD AGE IN THE MODERN WORLD 
Report of the Third Congress of the International 
Association of Gerontology, London, | 

655 pages. 102 illustrations. 35s. 


There are over 160 contributors to this Report, all authorities on their 
subject. The whole book will be invaluable to all interested in gerontology. 


AN INTRODUCTION TO PHYSICAL METHODS 
OF TREATMENT IN PSYCHIATRY 
Third Edition. By WILLIAM SARGANT, M.B. er ), F.R.C.P., D.P.M., 
and ELIOT SLATER, M.D.(Cantab.), F.R.C.P., 
371 pages plates. 20s. 
** Remains the most stimulating and the best book available on the 


subject, and no psychiatrist can afford to be without it.’ 
—Proceedings of the Royal Society of Medicine. 





Important Books 


E. & S$. LIVINGSTONE LTD., Teviot Place, EDINBURGH 





BEDSIDE DIAGNOSIS 
By CHARLES SEWARD, M.D., F.R.C.P. 
Third Edition. 432 pages. 18 illustrations. 18s. 6d. 


** The author's plan is sound and the work bears the stamp of a practical 
physician throughout.'’—British Medical journal. 


THE MANAGEMENT OF ACUTE POLIOMYELITIS 
By C. P. STOTT, S.R.N., C.M.B. (Part 1), Te, of Poliomyelitis 
Nursing (U.S.A.), and M. FISCHER- WILLIAMS, M.R.C.P. Ed. 

112 pages. 44 illustrations. 12s. 6d. 


Explains briefly the nature of the disease, the methods of infection, and 
the techniques of treatment of all types of poliomyelitis and in all stages 
of the disease. 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 
will gladly be forwarded on request. 

Supplied in the following forms: TABLETS (Pink) 0-1 mg. (1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 
AMPOULES for.intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 

Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 
AMPOULES 0-25 mg. (1/240 gr.) for intravenous injection. 

Samples and literature on request. 


LABORATORY NATIVELLE LTD. 
14-71, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 








Throughout the country 


FAILING LACTATION 


continues to be replaced by 


SUCCESSFUL BREASTFEEDING 


with the aid of 


ACTAGOZL. 


THE GALACTAGOGUE 


Samples are always available for clinical trial 
LACTAGOL LTD., 423, LONDON ROAD, MITCHAM, SURREY 














IMMEDIATE 


CONTROL OF 


ASTHMA 








Before the underlying cause of asthma can be deter- 

mined the physician invariably looks for an immediate 
measure for controlling the chief lesion BRONCHOSPASM. 
Complete reliance can be placed on FELSOL—prescribed for 
years by doctors for its immediate and sustained effect in 
relieving asthma attacks. Non-narcotic and non-cumulative, 
FELSOL is easy to take and gives full relief in perfect safety. 








* NO CONTRA-INDICATIONS Clinical sample and literature on request 


*% SAFE IN CARDIAC CASES 
BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 
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FOR TRIGEMINAL 


NEURALGIA 


*DISTIVIT’ Biz 


Distributed by 
BURROUGHS WELLCOME & CO, 
EVANS MEDICAL SUPPLIES LTD. 


IMPERIAL CHEMICAL 





Injection of vitamin B,, B.P. 
(PHARMACEUTICALS) LTD. 


1,000 micrograms 





Manufactured by THE DISTILLERS COMPANY (Biochemicals) LTD. Devonshire House, Piccadilly, London, W.1 
‘ Distivit,’ a trademark, is the property of the manufacturers 43/ 
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pregnancy.” 





‘s. . . « e PROTEOLYSED LIVER contains the haemopoietic 
principle, folic acid, other members of the vitamin B complex 
and amino-acids, and has therefore been found to be effective 
in a number of anzemias in which purified preparations have 
no action. It is administered by mouth in a daily dose of from 
2 drachms to 2 ozs. Clinical experience has shown that the 
smaller doses are fully effective in pernicious anzemia. 
main value of the preparation is that, in larger doses, it is often 
beneficial if not completely successful in certain megaloblastic 
aneemias refractory to parenteral liver extracts (Davis and 
Davidson, 1944) and in some cases of megaloblastic aneemia in 


The 


‘Disorders of the Blood.’ Sixth Edition. 


Further details and samples of “Pabyrn” Proteolysed Liver B.P.C. are available from 


PAINES & BYRNE LTD., Greenford, Middlesex 
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: Your Hernia Patients.. 
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can be kept 
comfortable and 
satisfied with the 


RUPTURE 
APPLIANCE 


e Made to measure comfort. 






“SCROTAL 







. — » e Every type of hernia 
- <= individually catered for. 
e Patient measured and fitted 
: in one visit. 
e Safe and sure order chart 


FEMORAL 
ig service for the distant patient. 





| Appliance supplied under the Nn. | 


UMBILICAL APPLIANCE COMPANY LTD 
80 Chancery Lane, London, W.C.2. Holborn 4513 
93 Market Street, Manchester |. Central 503! 








66 Rodney Street, Liverpool |. Royal 6548 RS 











Inadequate Nutrition 
in 
Elderly Patients 





Old people living on a restricted 
income often exist on an inadequate 
diet. Among the nutrients that have 
been found to be lacking in such diets 
are vitamins of the B, complex. 


Marmite yeast extract is a useful 
source of these vitamins ; it can readily 
be taken by elderly patients, who seem 
to appreciate its piquant flavour. It 
supplies riboflavin, nicotinic acid, folic 
acid, pyridoxin, pantothenic acid, biotin, 
choline, inositol and p-aminobenzoic acid. 


- MARMITE - 


yeast extract 


THE MARMITE FOOD EXTRACT CO., LTD. 
5408 35, Seething Lane, London, E.C.3 
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H. K. LEWIS’S PUBLICATIONS 


Just Published. 





Third Edition. With over 400 new Illustrations. 10in. xX 6fin. £8 10s. Od. net. 

By RODNEY MAINGOT, F.R.C.S. Eng., Surgeon to the Royal Free Hospital, London, and the Southend 
General Hospital. With Contributions by 24 British and American Authorities. 

Pp. xvi + 1256. With 532 Illustrations in 328 Figures. 10 in. xX 6} in. £6 Os. Od. net. 


THE MANAGEMENT OF ABDOMINAL OPERATIONS 


Edited by RODNEY MAINGOT, F.R.C.S., with the assistance of 32 Contributors. 








BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND 
TREATMENT 


By J. D. N. NABARRO, M.D., M.R.C.P. 


' With 
8} in. X 5} in. £1 5s. Od. net ; postage 8d. 


Illustrations. 


APPROVED LABORATORY TECHNIC 


By JOHN A. KOLMER, M.D., D.P.H., Sc.D., E. H. SPAULDING, 
Ph.D., and H. W. ROBINSON, Ph.D. Fifth Edition. With 403 
Illustrations and 28 Coloured Plates. 10 in. x 6} in. 24 10s. Od, net. 


TREATMENT BY MANIPULATION IN GENERAL AND | 


CONSULTING PRACTICE 


By A. G. TIMBRELL FISHER, M.C., M.B., Ch.B., F.R.C.S. Eng. 
Fifth Edition. With 126 Illustrations. 83 in x 5} in. £1 5s. 0d, net ; 
postage Is. 3d. 


INTRODUCTION TO GENERAL PRACTICE 
By D. CRADDOCK, M.B., Ch.B., D.OBST.,R.C.0.G., with a 
Foreword by Sir W. HENEAGE OGILVIE, K.B.E., F.R.C.S. 
8} in. x 5} in. £2 2s. Od. net. 





THE PRINCIPLES AND PRACTICE OF RECTAL 
SURGERY 


By W. B. GABRIEL, M.S. Lond., F.R.C.S. Eng. 
With Coloured Plates and other IIlustrations. 
£2 0d. net. 


Fourth Edition, 
9} in. x 64 in. 





FOOD HYGIENE 
By Wm. CLUNIE HARVEY, M.D., D.P.H., 
HARRY HILL, F.R.San.I., A.M.LS.E., ‘ Ollett” 
‘1932. 9Pin. x 6hin. 21 15s,0d.net; postage Is. 3d. 


F.R.San.I., and 
Gold Medallist, 





London: H. K. LEWIS & Co. 


Telegrams : “ Publicavit, Westcent, London” 


Ltd., 136 Gower Street, W.C.1 


Telephone : EUSton 4282 (7 lines) 











é 
* 








XYLOCAINE 


the original brand of lignocaine 


THE LOCAL ANAESTHETIC 
—Product of Original Research 


XYLOCAINE is available in packings 


and preparations 
Local 


suitable for all 


Anaesthetic Techniques. 


Further details on request 


DUNCAN, FLOCKHART é CO.,LTD. 


SPECIALISTS IN ANAESTHETICS 


EDINBURGH 


LONDON 


*Regd. Trade Mark. Manufactured under Licence from A. B. Astra, Sodertalje, Sweden 
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Simple treatment 


of —— sickness 
DUACTIN is a convenient combination of 
a very effective therapeutic agent for morning = 


sickness — pyridoxine hydrochloride — and 
phenobarbitone. a 
Treatment consists of 2 tablets 3 times on the raid 


first day (6 tablets), followed by 3-4 tablets 
daily on the next 4-5 days. 


DUACTIN is available in packs of 20, 100 
and 250 tablets. Goons ti, 


DUACTIN...@G = 


Pyridoxine hydrochloride ................20 mg. 








Phenobarbitone .......... ——i > * 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE - LONDON, W.C.2 
Telephone : Temple Bar 6785/6/7, 0251/2 Telegrams : MENFORMON, RAND, LONDON 











Assisting THE MOVEMENT 
In cases where colonic siimbation is indicated, 
* PETROLAGAR’ assists the movement surely but 
subtly. By supplying an unabsorbable emulsion 
that augments the intestinal fluid content, it 
provides a soft ductile fecal mass that promotes 
a comfortable, natural bowel action, and 
encourages the return of normal habit. Agreeable 
to take, ‘PETROLAGAR’ is issued in two 


varieties: Plain and with Phenolphthalein. 





*PETROLAGAR’ 


Trade Mark 
EMULSION 











John Wyeth & Brother Ltd., Clifton House, Euston Road, N.W.1 
4 
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| NUTRITIVE ELIXIR OF PEPTONE 
| is a most pleasantly flavoured liquid in 
; which the entire absorbable portion of 


Nutritive Elixir’ lean beef is presented as a peptone. 


of | As a simple but efficient tonic it is of 

; value in the dietary management of the 

Peptone, aged, particularly where malnutrition, 
| anorexia or weakness may exist. 











In an increased dosage range of one 
tablespoonful given twice daily it provides 
a direct protein supplement to those 
restricted to a semi-fluid diet and can 
be considered in all cases of inoperable 
or post-operative carcinoma of the 
tongue, cesophagus or stomach. 


Write for literature 


TELEPHONE : 
HAMPDEN PARK 740 


TELEGRAMS : 
ARMOLAB, EASTBOURNE 


It has an equal place in correction of 
the protein wastage of tuberculosis. 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 
Hampden Park, Eastbourne, Sussex. 














.for convenience 

















in general vitamin deficiency correction 


‘MULTIVITE’ Pellets contain vitamin A (2,500 i.u.), | Literature and specimen packings are available 
vitamin B, (0.5 mg.), vitamin C (12.5 mg.) and _ fo the medical profession on request 

vitamin D, (250 i.u.), in a chocolate coating. Two 

pellets will provide the normal daily requirement 


. & @ 9 
of all these vitamins. 
Basic N.H.S. prices for MULTIVITE: u ! \ | 
Bottles of 50 pellets 2/4, 500 pellets 14/6. TRADE MARK 


THE BRITISH DRUG HOUSES LTD. LONDON N.S 
Mivt/B55/1 
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+ 
Ovaltine — 
ao 
in antenatal and postnatal care 
THE increased nutritional demands arising during the latter half of pregnancy 
and the ensuing period of lactation, call for a general fortification of the patient’s diet. 


*OVALTINE’ is eminently suitable as an aid in meeting this need because it 
provides concentrated nourishment in a palatable and easily assimilated form. It is acceptable 
to the most capricious appetite, such as often occurs in pregnancy. 


*‘OVALTINE’ possesses galactogogue properties. It also aids in maintaining the 
strength and general well-being of the nursing mother. 


THE high quality of its natural ingredients—malt, milk, cocoa, soya and eggs — 

its content of added vitamins, and the strictly hygienic conditions of its manufacture 
combine to provide a first-class nutritional product which has long enjoyed the 
approval of obstetricians. 


Vitamin Standardization 
per oz.—Vitamin Bj, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 





Manufactory, Farms and ‘ Ovaltine’ Research Laboratories: —King’s Langley, Herts. 
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Elastoplast 
Porous Adhesive Bandages 
now 1n full supply 


| demands for Elastoplast Porous 
Adhesive Bandages have hitherto made it 
necessary for hospitals to be given priority 
when allocating supplies. By means of 
new manufacturing facilities, Elastoplast 


Bandages are now 


in sufficient quantities 


Porous Adhesive 
being produced 





to meet the full demand of the Medical 
Profession, and all E.C.10 prescriptions 
can now be promptly met. 

The Elastoplast Bandage with the porous 
adhesive permits free evaporation of sweat 
from the skin. This minimizes the main 
cause of plaster reaction. 


[APRIL 16, 1955 





When prescribing Elastoplast add ‘Porous Adhesive” to your script. 


Elastoplast 


POROUS ADHESIVE BANDAGES B.P.C. 


Full details from: Smith & Nephew Ltd., Welwyn Garden City, Herts. The marketing organisation of T. J. Smith & Nephew Ltd, Hull. 
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ETHICAL PHARMACEUTICALS 
by VISTER VISMARA TERAPEUTICI 


Casatenovo (Como) - Italy 


Original manufacture of natural hormones 
synthetic hormones, chemotherapeutic substances 





Careful standardisation of active ingredients during 


manufacture, control and investigations in its Research 
Laboratories 





Vister presents 3 


ANTEMOVIS 


an entirely new preparation for the ; 
control of bleeding : 
in medical and _ surgical conditions : 





Double sulphate of 5 - hydroxytryptamine and creatinine 5 mg. in 2 c.c. ampoules = Box of 5. gS 


= > ] 
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... for dependable 
conception control 


with the Ortho Diaphragm 





Ortho Pharmaceutical Limited - High Wycombe - England 
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The virtually non-reactive 
alumina gel in Gelusil acts as a protective 
demulcent, soothing the irritated mucosa by 
coating the mucous membrane of the stomach. 
The gel being practically indestructible, protect- 
ion and coating of the ulcer crater are assured as 
long as Gelusil remains in the stomach. Alumina 
gel tends to reduce acidity of the gastric 
contents. The other main constituent of 
Gelusil, magnesium trisilicate, also coats 
the area of ulceration, becoming 





TABLETS — = gelatinous in consistency 
in boxes of 50. Also for and localizing antacid 
dispensing only in bulk action at the 


packages of 250 and 500. 
The price to chemists of 500 
tablets is 15/- not subject to 
P.T. 


desired site. 


SUSPENSION — 

in bottles of 6 fl. oz. Also for 
dispensing only, in bottles of 
6 fil. oz. (minimum 6 bottles 
in container) at 3/- each not 
subject to P.T. on prescription. 













* 
e se ; seins 
ie 


- 


One tablet is the equivalent of 
1 teaspoonful of suspension and 
each contains: Mag. Trisil. 7} 
gr., Alum. Hydrox. gel 4 gr. 
WILLIAM R. WARNER & CO. LTD. 


Power Road, London, W.4. 
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In keeping with the times 








in our Forefathers' Age the 
rudimental laboratory of the Alchemist 
served as a training ground for 
initiates into the art of Chemistry 

and Pharmacy. 











Today through the facilities 
provided by an important 
Pharmaceutical House 

both students and graduates 
are enabled to perfect 

their knowledge and specialize 
in their scientific fields 

under the guidance of 
first-rate scientists. 





CARLO ERBA «+50 
ESTABLISHED: 1853 
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Transvasin 


brings the esters of NICOTINIC ACID 
SALICYLIC ACID 
p-AMINOBENZOIC ACID 


to the focal point of 
soft-tissue rheumatism 





The esters in Transvasin, a 
new preparation developed 
by Hamol S.A., our Swiss 
associates, readily pass the 
‘ skin barrier in therapeutic 
quantities and enable an 
effective concentration of the 
drugs to be built up where 
they are needed. Transvasin 
not only induces vasodilation of the skin with a super- 
ficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant, 
and can be safely used on delicate skins. It is now 
being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for 
each application, the cost of treatmentis extremely low. 








Salicylic acid tetrahydrofurfuryl-ester 14% 


Nicotinic acid ethyl-ester 2% 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 


Transvasin is available in 1 oz. tubes, basic price 2/6 plus 
Tid. P.T., and is not advertised to the public. Samples 
and literature will be gladly sent on application. 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Smoothing 
life's 
highway 


From youth to old age, there is an ever-present need 





' go ; 
. . . . a ay 
for an adequate intake of vitamins and other f- £4 
. . ~ Oy ee fH 
essential factors if the fullness of life is to be a " 
Pace re #» /LEDERPLEX 
attained. There is a Lederle product to sg J 






Vitamin B Complex 


supply such vital factors to meet the Presents the entire B complex derived 
from liver, plus other important 
nutritional factors. Helps to ensure 
normal cell life and growth. and 
resistance to infection. 


needs of patients of all ages. 


/ / Capsules : Bottles of 25. 100 and 500. 
oar Tablets: Bottles of 25, 50, 100 and 
“fy ‘ 1,000. Liquid: Bottles of 4, 8 and 


12 0Z. 


PRENATAL CAPSULES 


Supply sufficient vitamins, bone-forming minerals 
i and haematinic factors to meet the nutritional needs 
F of the mother and child during pregnancy and 
lactation. 
Bottles of 30, 100 and 1,000. 


VI-MAGNA* CAPSULES 
A Multivitamins 
One Vi-Magna Multivitamins Capsule daily—containing folic 
<2 acid, Bi, and other essential factors—leads to improvement 


SS in stamina, endurance and general well-being. 





GEVRAL* CAPSULES 


Brand of Geriatric Vitamin Mineral Supplement 


This product has been aptly said to “‘ add years to life | 
and life to years”. Is a classic combination of 13 
vitamins and 12 minerals. Restores vigour and well- 


being, promotes resistance to infection in those past 





middle age. 
Bottles of 30. * Reg. Trade Mark 


Detailed literature on all above products on request 


D> LEDERLE LABORATORIES DIVISION 
Cyanamid Products Lid. wusn wovse, sowyen, Lonoon, W.6.2 TEMPLE BAR 5411 
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OLIGAEMIC 


THIS WOMAN is in shock. Her blood tion in significant concentration during 


pressure must be raised swiftly and main- the critical 24 hours. 
tained, now, during any operation which DEXTRAVEN Can be given immediately by 
may follow, and in the post-operative intravenous infusion. It is stable indefi- 
period. nitely under all climatic conditions— no 
A CLEAR CASE FOR DEXTRAVEN ; special storage precautions are necessary. 
the optimal fraction dextran. DEXTRAVEN is approved by the Ministry 
DEXTRAVEN raises the blood pressure of Health. Fully descriptive literature is 
swiftly and surely, and because there is available and a Technical information 
minimum wastage stays in the circula- Service is always at your disposal. 


A clear case for DEXTRAVEN 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE | BENGER } 


o.2 
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to live in freedom... « 


Treatment with EPANUTIN gives four out of five epileptics 

the freedom to live a normal life. It enables them to work as others 
do and to enjoy pleasures normally beyond their reach. It 

prevents or greatly decreases the severity of the patient’s 

seizures with minimal hypnotic or narcotic effects. In cases where 
an added sedative effect is necessary 


EPANUTIN & PHENOBARBITONE 













is an effective combination. 


Epanutin < Phenobarbitone capsules 

containing.o.1 g. (14 grains) Epanutin ( phenytoin 
sodium) with 0.05 g. (% grain) phenobarbitone 

may also be usefully employed in the transition from 
phenobarbitone to Epanutin. 


EPANUTIN 


@ Epanutin Capsules (14 grs.) 
and Epanutin with 
Phenobarbitone Capsules 
are obtainable in bottles of 
100 and 1,000. 





va 


‘fp. 


‘tes™ PARKE, DAVIS & Company, Limited (inc. U.S.A), Hounslow, Middlesex. Tel.: Hounslow 236! 
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For True Butter Action... 


in HYPERACIDITY 
and PEPTIC ULCER 






Tit 


TISPIIT I 
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. P PACKAGES 
Prodexin has all the attributes of a Cartons of 30 individually wrapped tablets. 
true buffer, and more besides: Dispensing packs of 240 tablets. 


@ it keeps gastric acidity down to an equable level 
(pH 3°5 to 4°5). 

@ it does not alkalise the stomach contents, so that 
acid rebound cannot occur. 

@ its effect is consistent and prolonged. 

@ it does not vary in potency. 


@ it is pleasant and safe to take and is free from 


grittiness. 
FORMULA 
Aluminium glycinate . .. 2. « «© © «© «© « « 0-9 gm 
Magnesium carbonate. . . « « © © © « « Olgm © 


Reference: Practitioner, 173: 46, 1954. 





Cc. kL. BENCARD LTD. PARK ROYAL LONDON, N.W.10 
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HROMYCIN 


TETRACYCLINE 


NOW DERESTRICTED 


can now he prescribed on E.C.10 








Widest range of antibacterial action... lowest incidence of side effects .. «= 
greater comfort for the patient... more quickly absorbed and diffused in body 


tissues ...true economy at 1 Gm. daily dose@ «2. 


... these are among the many striking advantages exhibited by AcHRomycIN tetracycline 
—Lederle’s latest broad-spectrunt antibiotic which is now derestricted. Doctors in 
general practice can now prescribe it for private and N.H.S. patients. ACHROMYCIN 
sets new standards in broad-spectrum antibiotics and gives the physician an even more 
powerful weapon with which to treat numerous infections of bacterial, rickettsial, virus- 
like and protozoan origin. ACHROMYCIN gives wider scope in general practice in terms 
of greater comfort for the patient, quicker response and greater economy. Average 


adult dose of AcHromycin, like that of Aureomycinft chlortetracycline—from which it 





winsj0eds - peosq en. @ 


is derived—is 1 GRAM DAILY, 


Leave no room for doubt...turn to ACHROMYCIN 


Capsules 50 mg.—Vials of 25 and 100. 250 Intravenous. Vials of 250 mg. and 500 mg. Pediatric Drops. Cherry flavoured—Bottles of 
mg.—Vials of 16, bottles of 100, Ointment 3%. Tubes of } oz. and 1 oz. oo. 
Tablets 50 mg.—Vials of 25 and 100, 250 Ophthalmic Ointment 1%. Six tubes of }$ oz. Soluble Tablets 50 mg.—Bottles of 100. 
mg.—Vials of 16, bottles of 100. Oral Suspension. Cherry flavoured—Bottles of Spersoidst. Dispersible powder—Jars of 36 
Intramuscular. Vials of 100 mg. 1 oz. Gm, and 75 Gm, 

* Regd. Trade-Mark +t Trade-Mark 


LEDERLE LABORATORIES DIVISION 


BUSH HOUSE - ALDWYCH - LONDON W.C.2 - TEMPLE BAR 5411 
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EW MORE VERSATILE REMEDIES 
have ever been offered to the 
general practitioner and none so 
effective in the relief of chronic 


rheumatism. 


Algesal has a number of unique 
features which make it quite unlike 
other anti-rheumatic creams. 


1. It is mot a counter-irritant and 
has no rubefacient action. 


2. It contains a_ single active 
principle, diethylamine _ salicylate, 
capable of free skin penetration and 
completely non-irritant. 


Monufactured by E.G.H. LABORATORIES LTD., 52 PERU STREET, ADELPHI, SALFORD, 3. 


A new 


approach 
to 


Chronic 


F Rheumatism 


3. It is non-staining and has no 
odour other than a faint smell of 
lavender. 


4. While it relieves all types of 
rheumatic pain, it is particularly 
effective in osteoarthritis, meno- 
pausal arthritis and _ soft tissue 
rheumatism of old people — all 
notoriously resistant to treatment. 


Available as a white cream, in 
collapsible tubes. Composition — 
Diethylamine salicylate 10°, special 
vanishing cream excipient to 100. 
Algesal may be prescribed on Form 
E.C.10. The basic prescription 
price is 34 per tube (including P.T.) 
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the How diabetic 
iM 


has such advantages 
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To-day, the new diabetic has many facilities to 

enable him to lead and enjoy a normal life. The introduction 
of I.Z.S. (Insulin Zinc Suspension) A.B. has greatly simplified the 
treatment of the majority of cases, one injection 

being sufficient to control the blood-sugar level for 24 hours. 


1.Z.S. offers the following advantages over other prolonged action 
insulin preparations :-— 


1. No protein or peptide material present other than insulin itself. 
2. Rapid onset with prolonged action. 
3. It meets the needs of a higher percentage of diabetics. 


I.Z.S. (Insulin Zinc Suspension) A.B. is 
supplied in vials of 10 c.c. containing 40 or 80 units per c.c. 





insulin 
inc 
Suspension 





JOINT LICENSEES AND MANUFACTURERS 


ALLEN & HANBURYS LTD LONDON E2 © THE BRITISH DRUG HOUSES LTD LONDON W1 
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Each tablet contains >= 


ourfold | 


*Merbenty!’ (diethylaminocarbethoxybicyclo- 


bexy! hydrochloride). 
Aluminium Hydroxide Gel .. 
Magnesium Oxide... 

Sodium Laury! Sulphate 
Methy!cellulose. 


Bottles of 50 and 250 tablets. 


20 





5 mg. 
400 mg. 
200 mg. 

25 mg. 

.. 100 mg. 









*“Merbentyl’ to diminish gastro-intestinal motility 
and assure prolonged contact of the other therapeutic 
agents with the stomach and duodenum ; 
Methylcellulose to give the ulcer a protective coating 
while it heals ; 

Aluminium Hydroxide Gel and Magnesium Oxide to 
neutralize excess acid; 

Sodium Lauryl Sulphate to inhibit pepsin and lysozyme 
hyperactivity. 

These ingredients in balanced combination make up 
the new and highly effective peptic ulcer medicament. 


| OF a ee 





distributed in the United Kingdom & Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS, 
for the Wm. S. Merrell Company , London. 
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Tue Lancer] THE LANCET GENERAL ADVERTISER [Apri 16, 1955 

















BUSCOPAN 


HYOSCINE-N-BUTYLBROMIDE Regd 


FOR ORAL AND PARENTERAL THERAPY 


ampoules of 0.02 Gm. * tablets of 0.01 Gm. 





Manufactured in England by PFIZER CORPORATION as registered user for 
C. H. BOEHRINGER SOHN ~- INGELHEIM AM RHEIN 
( Registered Proprietors of the Trade Mark ) 
Distributed by PFIZER LIMITED - FOLKESTONE 
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The complete 
treatment for 
Vaginal Leucorrhoea 


and 





Vaginitis 















Fundamentally, “‘ Floraquin” aims to acidify “$EARLE =~ 
the vagina and to destroy all offending ’ 


organisms. “‘Floraquin” is non-arsenical, Flotaq 


being a skilful combination of the potent 


protozoacide Diodoquin* with lactose, dextrose, ' TABLETS 
and boric acid. It not only destroys — 
& POWDER 


pathogenic organisms but also brings the 
pH of the vagina to the desirable 

level of between 3.8 and 4.4. brand of di-iedebpdrexyquivolias compound 

Thus, a favourable environment is furnished . : 
for the growth of the normal protective 


bacterial flora. 


*‘ Floraquin ” therapy consists of insertion of 
two moistened “ Floraquin”’ vaginal tablets 


high in the vaginal vault night and morning, 









SEARLE 


Ethical Pharmaceuticals 


supplemented by “ Floraquin” powder 
insufflation twice or thrice weekly ; treatment 


being continued through the menses. 


since 1888 ; eat 
“‘Floraquin” Powder is supplied in 1 oz. 
ss . a ' 
G.D. S EA aa LE & CO.LTD. bottles (2.15 gm. Diodoquin* per ounce); 
“* Floraquin ” Tablets in boxes of 24 and in 
17, Manchester Street bottles of 400 (dispensing pack only) each 
London, W.1. tablet containing roo mg. Diodoquin*. 


* Diodoquin (Searle) is a non - toxic, insoluble, highly 


Telephone : Welbeck 1306. bie Fee 
protozoacidal di-iodide of bydroxyquinoline. 





Literature on request. 


*TRADE MARKS 
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Exceptionally few side effects... 


SYNOPEN 


REGD. TRADE MARK 


IN THE TREATMENT OF ALLERGIC CONDITIONS ARIS 


SYNOPEN is noteworthy for its extremely favour- 
able therapeutic index and rarity of side effects. 
Drowsiness, gastro-intestinal disturbance, dizziness 
and headache, the usual complications of the anti- 
histamines, are seldom experienced with Synopen, 
which does not therefore interfere with patients’ 
normal occupations. 











Indications include : 


Hay fever Allergic rhinitis 
Pruritus Allergic skin disorders 
Motion sickness Allergic conjunctivitis 
Migraine Neurodermatosis 
Drug fever Serum sickness 


Anaphylactic shock 


Synopen tablets each containing 25 mg. N-dimethyl- ° 
aminoethyl-N-p-chlorbenzyl- x-aminopyridine 


hydrochloride are available in containers of 20, 
Prescribable on N.H.S. Form E.C.10. Gaiyy 100 and 200. 


Technical literature on request. 


GEIGY PHARMACEUTICAL COMPANY LTD. 
Rhodes, Middleton, MANCHESTER. 


PH. 77 
23 
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| There is no other Rauwolfia prodact likée-«.. 


Wendt 





waa ee alleen dane ar 


Bi Rauwiloid is free from the 
COE... inert matter in the crude root 
and its undesirable substances (for instance yohimbine 
type alkaloids). 


Because Rauwiloid contains, besides 
ae an «ee reserpine, a number of active 
hypotensive alkaloids, for example rescinnamine 


* (recently isolated by Riker Research) and reported 
more hypotensive and less sedative than reserpine. 


Because Rauwiloid (constant in potency 
**¢ and action), is fractionated 
only from carefully identified, unadulterated Rauwolfia 
serpentina, Benth. 


_* Pharmacoiogical Studies with Rescinnamine, a New Alkaloid Isolated from 
Rauwolfia serpentina, Proc. Soc, Exper. Biol. and Med., 1954, 86, 120. 


Doenge va Sonple.., 


TWO TABLETS NIGHTLY | 


Detailed literature on request 


RIKER LABORATORIES LTD | 


LOUGHBOROUGH, LEICS. 
Registered users of the trade mark ‘RAUWILOID’ 


a\ 
\ 
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Antihistamines for old and young 


When the contents of Pandora’s Box were released, Hope alone remained. To the 
patient of allergic diathesis, threatened by a veritable Pandora’s Box of ills, the 
antihistamines ‘ Histantin’ and ‘ Actidil’ represent far more than hope. 
For adults ‘Histantin’ is the product of choice, giving prolonged relief with a 
minimum of.side-effects. 
The new quick-acting antihistamine, ‘ Actidil’, exerts its effect for about 12 hours 
and is also notable for low incidence of side-effects. ‘ Actidil’ Elixir has been 
specially formulated and clinically tried for the treatment of allergic conditions in 
children. 

* HISTANTIN ’, 50 mgm., is issued in bottles of 25, 100 and 500 at 

list prices (subject to usual discount) of 6/6, 24/6, 110/-. 

* ACTIDIL’ compressed products of 2:5 mgm. in bottles of 25 and 500 

at list prices (subject) of 6/6 and 110/-. 

* ACTIDIL’ ELIXIR in bottles of 20 fluid ounces, for dispensing, at 

a list price (subject) of 15/-. 


i val BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd. LONDON 
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whats iw Minadey 7 






the clever 
young analyst 


the old-school GP who knew 
what he wanted in a tonic 


MINADEX..... 


Research Laboratories: Manufacturers of medical products and foods. — right from every point of view 
ee 6-oz and 12-oz bottles : 80-oz winchesters 





GLAXO LABORATORIES LIMITED + GREENFORD: MIDDLESEX > ENGLAND 





DEHYDROCHOLIN B.D.H. 


Tablets for oral administration, each containing 0.25 gramme of dehydro- 
cholic acid in bottles of 20 at 3/- and 100 at 13/-. Basic N.H.S. prices 
Literature and samples are available to physicians on request 


THE BRITISH DRUG HOUSES LTD. (MEDICAL DEPARTMENT) LONDON N.1 
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THE LANCET] 


THE URAMIAS* 


G. M. Buti 
M.D. Cape Town, F.R.C.P. 
PROFESSOR OF MEDICINE IN THE QUEEN’S UNIVERSITY, BELFAST 
(concluded from p. 736) 
PRINCIPLES OF TREATMENT 

The uremias arise because of an imbalance between 
the rates of intake or production of chemical substances 
in the body and their rates of excretion by the kidney. 
It is clear from this concept of imbalance that we have 
available two mainlines of therapy: we may improve 
renal function, if that is possible ; or we may so adjust 
the intake or the production of chemical substances that 
a normal balance is achieved despite reduced renal 
function. The main lines of treatment are : 

Adjust intake and rate of endogenous production of 
chemical substances to balance their rates of excretion when 
the kidneys are working at their maximum efficiency. 

(1) IMPROVE RENAL FUNCTION : 

(a) Specific therapy depending on the cause. 
(b) Correct circulatory renal insufficiency. 
(2) ADJUST INTAKE AND RATE OF PRODUCTION OF SUBSTANCES : 
(a) Reduce Katabolism : 
(1) Combat infection. 
2) Hormone therapy. 
(3) Protein-sparing diet. 
(b) Adjust Intake of H,O, Na, K, Cl, and N : 
(1) To correct imbalance. 
(2) To maintain balance. 
(3) TREATMENT OF SYMPTOMS : 


Anemia, nausea and vomiting, stomatitis, diarrhoea, con- 
vulsions, insomnia, delirium, hypertension. 


Measures to Improve Renal Function 


Many disease processes may reduce renal function, 
and therapy will depend on the type. All may be placed 
in one of three groups—obstructions, true renal lesions, 
and circulatory renal insufficiency (extrarenal uremia). 
The treatment of the obstructions is obvious. In the 
second group, due to actual kidney damage, treatment 
is less satisfactory. In some varieties, such as acute 
pyelonephritis, specific therapy is possible ; and in others, 
such as the hypercaleemias and other toxic nephro- 
pathies, improvement may take place when the cause 
is removed. In the majority, however, no specific 
treatment is yet available. The third group—the cir- 
culatory renal insufficiences—is so important that it will 
be considered in more detail. 

Circulatory renal insufficiency is a better term than the 
older ‘‘ extrarenal urwmia’’ because it indicates how 
this type of failure arises. Whenever the general circula- 
tion becomes inadequate for any reason, the distribution 
of blood-flow through the body is altered: circulation 
through less vital areas is reduced, while circulation 
through the brain and heart muscle is relatively little 
affected. The kidney, which normally receives about a 
fifth of the total cardiac output at rest, now receives 
much less; and, as its function depends on a high rate 
of blood-flow, renal. failure results—circulatory renal 
failure. The primary cause is the general circulatory 
disturbance, and this may arise either because of heart- 
failure (pump failure) or because of peripheral circulatory 
failure (insufficient filling of the pump). All grades of 
renal insufficiency may be seen, including complete 
absence of renal function, and death may result. Cireu- 
latory renal insufficiency, in its pure form, recovers 
* The Goulstonian lectures for 1955, delivered before the 
Royal College of Physicians of London on Jan. 18 and 20. 
Based on work done with Dr. A. M. Joekes, Dr. K. G. 
Lowe, and Miss B. M. Evans at the Postgraduate Medical 
School of London, and with Dr. R. N. Beck, Dr. R. A. 
Womersley, and Miss E. Martin at Queen’s University 
and Royal Victoria Hospital, Belfast. 
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circulation, and is one of the most satisfactory causes 
of the urzimias to treat. 

It is very important to remember that combinations 
of circulatory renal insufficiency with the other two groups 
of renal failure are common. 

For example, a patient with chronic diffuse glomerulo- 
nephritis may develop congestive cardiac failure because 
of the accompanying hypertension, and, as a result, have 
a further reduction in renal function. Treatment of the 
congestive cardiac failure will considerably improve renal 


TABLE II—IMPROVEMENT IN RENAL FUNCTION AFTER TREAT- 
MENT OF CONGESTIVE CARDIAC FAILURE 


| Nov. 15, 1948 | 
1 








Sign 

Right auricular pressure 

above Sternol angle) . 2 -4 
Cardiac output (litres per min.) 2-8 48 
Effective repal plasma flow (m1. 

per min.) ny oe és 41 | 95 
Glomerular filtration-rate (ml. | 

per min.) j 15 27 


Blood-urea (mg. per 100 ml.) y : 190 90 


Nov. 26, 1948 


(cm. 





The only treatment given between these dates was digitalis and 
rest in bed. 





function (table m). Another patient, with a similar 
chronic renal lesion, may lose water and salt by vemiting 
or by diarrhea, or because of an osmotic diuresis, and 
so develop oligemia with consequent circulatory failure, 
further lowering his already reduced renal function. 
Treatment will improve him considerably. Fig. 15 
illustrates a case of this type. 

Much the same may happen after release of urinary- 
tract obstructions. Water and salt may be washed out 
on the flood of an osmotic diuresis, so causing oligsemia. 
Temporary improvement follows the release of the 
obstruction, and then circulatory renal insufficiency 
sets in. 

Not only may renal lesions cause circulatory insuffi- 
ciency, but the reverse may happen. Any severe or long- 
standing circulatory insufficiency may cause such a degree 
of oxygen lack in the kidney that the renal cells die, 
giving the histological picture of acute tubular necrosis. 









sw 

yo 

> , = = 
\ E 500 

<= 400F + 
ys G.F.R. 
£5 3Joo+ 14 mi. 7 
, & er min. 
8% 200F GFR. ? . 
% — joo 4m. per min 4 


{ 





VOLUME OF URINE 
( litres a day ) 
yn & A YW 


~ 











/ 5 9 13 ‘7 MAY 


Fig. 15—Effect of correction of circulatory renal insufficiency in a 
patient with chronic renal disease. 

This patient, with chronic pyelonephritis, was in a severe 
state of circulatory renal insufficiency as a result of losing 
salt and water in his urine and from vomiting. Rehydration 
improved his renal function. The glomerular filtration-rate 
rose from 4 ml. per min. to 14 ml. per min., and he lived 
for two more years, working most of the time. 
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Fig. 16—Approximate relation between blood-urea level and glomerular 
filtration-rate at different levels of protein intake in patients in a 
state of equilibrium between intake and output of nitrogen. 


Circulatory renal insufficiency, due to cardiac failure, 
is easily recognised, and its treatment well known. 
Oligemic circulatory insufficiency is linked with dis- 
turbances in water balance, and its management will be 
considered later. 

Thus, in every patient, we must determine the cause 
of the renal failure before we can attempt to improve 
renal function. Obstructions should be relieved, and 
other recoverable causes of renal dysfunction sought and 
treated. Above all, we must recognise circulatory renal 
insufficiency, even when combined with other causes, 
and treat it vigorously because it is the most amenable 
to treatment, and because it may lead to a more intract- 
able type of renal failure. 


Adjustment of Intake and Rate of Production in the 
Body of Important Chemical Substances to Match 
their Rates of Excretion 


REDUCTION OF KATABOLISM 

The rate of production in the body of chemical sub- 
stances, and the rate of migration of certain intracellular 
substances, such as potassium, into the extracellular fluid, 
are related to the rate of katabolism, which in turn is 
greatly affected by infection and is under the control of 
hormonal factors and the diet. We should therefore 
attempt to reduce katabolism by controlling infections, 
by administering suitable hormones, and by diet. 


Control of Infection 

Infection is an important cause of death in renal 
failure, particularly acute renal failure. Because of this 
I now follow Merrill (1953) and his team in isolating these 
patients and using a form of barrier nursing. All who 
come into contact with them should wear masks and 
gowns. In addition, I prescribe, as a routine, 0-5-1-0 
mega-unit of penicillin per day. Because of the virtual 
absence of renal function, this can be given as a single 
daily injection of a crystalline salt. 

In chronic renal failure these measures are imprac- 
ticable, and one must rely on aetive treatment of infection 
when it develops, or, at most, provide penicillin. cover 
and barrier nursing during any temporary exacerbations 
of the renal failure. 

The treatment of established infections presents certain 
special features in both acute and chronic renal failure. 
Because of the renal failure, all antibiotics are excreted 
at a reduced rate. This is not of any great importance 
in the case of penicillin, but with the other more toxic 
substances and the sulphonamides it may lead to danger- 
ous concentrations in the body. To avoid this, one must 
administer all antibiotics, other than penicillin, in reduced 
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doses. The mode of excretion of the sulphonamides and 
all the common antibiotics, except penicillin, is by 
glomerular filtration, a small proportion being reabsorbed 
by the tubules. Thus the blood-level is determined almost 
entirely by the dose and by the glomerular filtration-rate. 
To maintain a satisfactory level one can adjust the dose 
with reference to the glomerular filtration-rate—e.g., in 
an anuric patient with no appreciable filtration one 
would give only a single loading dose ; in a person with 
50% of normal filtration one would give the usual loading 
dose, and then half the normal maintenance dose; and 
in a person with 25% of normal filtration one would 
give a quarter of the normal maintenance dose; and 
8o on. 

For the purpose of estimating dosage of antibiotics, 
as indeed for all clinical purposes, the blood-urea level 
gives an adequate indication of glomerular filtration-rate. 
Fig. 16 shows the approximate relation of the glomerular 
filtration-rate to the blood-urea level, at different levels 
of protein intake, in patients in nitrogen equilibrium. 


Hormonal Treatment 

Masson et al. (1949) found that nephrectomised animals 
survived longer than controls when they were given the 
anabolic hormone testosterone. It is therefore common 
practice to administer testosterone to anuric patients in 
doses of 5-10 mg. per day. The indication for the use 
of anabolic hormones in chronic renal failure with 
azoteemia is less strong and, so far as I know, it has not 
been tried. 


Protein-sparing Diet 
As Borst (1948) points out, in all patients with renal 
failure, either acute or chronic, it is wise to reduce 
katabolism by providing a diet rich in carbohydrate and 
possibly fat. The provision of adequate non-protein 
calories prevents 
A the breakdown 
b. © a of tissue to 
A provide energy 
from protein 
katabolism. 
In a normal 
person maximal 
protein sparing 
can be achieved 
with as little 
as 100 g. of 
carbohydrate 
per day (Gamble 
1947), but in ill 
patients I am 
certain that this 
is insufficient, 
9 and that one 
should aim at 
an intake of 
300 g. or more 
per day. In 
anuric patients 
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Fig. 17—Effect of protein-sparing diet on rate 
of formation of urea and release of potassium 
from cells in anuria. 
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survival-time of nephrectomised animals, but this is 
probably a non-specific effect of providing non-protein 
calories. Joekes, Lowe, and I prescribed a high-carbo- 
hydrate high-fat diet for anuria (Bull et al. 1949), but I 
am certain that a high-carbohydrate diet is sufficient. I 
have progressively reduced the fat-content of the diet, 
and sometimes leave it out altogether, because diarrrhea 
develops in some patients fed on some batches of 
peanut oil. 

The effect of a high-carbohydrate diet in reducing 
katabolism in an anuric patient is shown in fig. 17. 


ADJUSTMENT OF INTAKE 


The substances whose intake it is most important to 
control are water, sodium, potassium, chloride, and 
nitrogen. The rate of intake of these will vary according 
to whether the patient is in or out of normal balance 
for each individual substance, and will also depend on 
the degree of impairment of renal control of excretion 
of each of them. Thus, the régime prescribed will be in 
two parts—first, correction of imbalance, and, secondly, 
maintenance of balance. One would always attempt to 
correct the imbalances of as many substances as possible 
simultaneously, but for convenience each substance is 
considered separately. 

Water 

Underhydration.—The most important abnormality of 
water balance to recognise is extracellular underhydration, 
with its attendant circulatory manifestations. This is 
usually combined with a greater or lesser degree of 
cellular underhydration. A first approximation of the 
extent of the water deficiency can be obtained clinically 
and by measuring the specific gravity of the plasma 
by the method of Phillips et al. (1950) For each 0-001 
rise in the specific gravity of the plasma above 1-027 the 
patient lacks not less than 200 ml. of water (Phillips 1950). 
Some of this is extracellular water and some cellular ; 
so the appropriate ions for each compartment must 
accompany the water, either immediately or subse- 
quently. 

It is usual to give only extracellular ions (Na, Cl, and 
HCO,) immediately, and to delay the giving of intra- 
cellular ions until later, particularly potassium. This is 
because an excess of intracellular ions in the extracellular 
space is common in dehydration, and time must be 
given for them to adjust to a normal extracellular 
concentration. Thus, it is usually best to administer 
Na-containing fluids of a strength from a half to a third 
of the physiological. This is done by administering 
bottles of 5% glucose between bottles of Na-containing 
fluids. The proportion of NaCl to either NaHCO, or 
Na lactate (which is converted to NaHCO,) administered 
will depend on the state of acid-base balance. 

After this calculated quantity has been given, a further 
clinical ‘assessment and an estimation of the specific 
gravity of the plasma should be made, and subsequent 
corrections ordered as necessary. The volume of fluid 
calculated in this way may, and should, be given rapidly 
to reduce the length of time the patient is in a state 
of circulatory insufficiency. After the extracellular fluid 
volume has been corrected, potassium may be given. 

Overhydration.—Except in the anurias, the correction 
of overhydration is linked with that of salt retention : 
it will be considered later. In anuric patients over- 
hydration may be corrected by reducing the intake of 
fluids to less than the insensible loss, and in some cases 
by acupuncture. Dialysis may also be used but is rarely 
necessary. 

Maintenance.—The volume of fluid given will depend 
on the ability of the kidney to excrete water, and on 
the rate of loss of fluid by routes other than the kidney. 
At normal temperatures the rate of insensible loss of 
fluid through the skin, breath, and gut is about 800 ml. 
per day. 
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A basic intake of 800 ml. of fluid is therefore required 
in all patients. In anuria, however, a lower figure should 
be used—namely, 600 ml., and not 1000 ml. as Joekes, 
Lowe, and I prescribed previously (Bull et al. 1949), 
The reason for this reduction was given on p. 733 
—namely, the production of water by the metabolism 
of body fat. 

To this basic intake should be added a volume of 
fluid to balance the volume of urine at optimal rates of 
urine flow. The optimal rate of urine flow will vary 
with the type of renal lesion, but usually, in patients 
with azotemia, it should be near the highest rate at 
which the kidney can excrete. In a normal person a 
water diuresis causes a modest increase in rate of excre- 
tion of solutes, and this persists in lesser degree in chronic 
renal failure. Usually the greater the azotemia the more 
one should attempt to achieve a high rate of urine flow, 
but the rate of fluid administration should never exceed 
the ability of the kidney to excrete water. 

In severely azotzemic patients (blood-urea level above 
100 mg. per 100 ml.) with chronic renal lesions, a 
satisfactory method of deciding on the optimal “‘ rate of” 
urine flow is to give a basic 800 ml. of water, plus a volume 
of fluid equal to the previous day’s volume of urine, 
plus about 200 ml. The urine flow will increase, and the 
procedure can be repeated until the urine flow is steady, 
or an inconveniently large intake of fluid is reached. 
It is particularly important in these chronically azotemic 
patients that the fluid intake should not fall. A great 
many patients of this sort must have died as a result 
of ill-advised restriction of fluids, for a concentration test 
or for pyelography. The main value of the former test 
is in the less severe renal lesions, and I believe it should 
not be used in patients with a blood-urea level above 
100 mg. per 100 ml. 


Sodium Intake 

Correction of imbalance.—The removal of excess Na 
from the body is important in many conditions, but I 
do not propose to deal with it here. It is really the 
problem of the treatment of edema. 

The correction of Na deficiency, when it occurs as a 
part of extracellular underhydration, has already been 
discussed ; but a second type of Na deficiency, without 
water lack, requires consideration. This leads to cellular 
overhydration, because water moves from the extra- 
cellular space to the cellular along an osmotic gradient 
‘(fig. 5). To calculate the amount of Na necessary to 
correct the disturbance one may proceed as follows : 

Estimate the plasma-Na level and subtract this figure from 
the normal serum-Na level. This gives the deficiency of 
Na per litre. Superficially, it seems that one should multiply 
the figure so obtained by the volume of the extracellular 
flutd (about 15 litres) because Na is an extracellular ion. 
This quantity, however, is insufficient because further Na 
must be provided for the water which has moved into cells. 
In practice one can assume that the deficiency of Na has a 
volume of distribution through total body-water—i.e., about 
50 litres (Black 1951). Therefore the correction becomes : 

(145 —2)50 m.eq. of Na required, where x is the serum-Na 
level in m.eq. per litre. 


Maintenance.—In acute renal failure the regulation of 
the maintenance dose of Na is simple. The intake should 
be 50-75 m.eq. for each litre of urine passed. Although 
this figure was derived from a study of patients with 
acute tubular necrosis (Bull et al. 1950), I have found 
that the same figure is applicable in other forms of acute 
renal failure, such as acute nephritis with severe azotemia, 
and even in chronic renal lesions with severe azotemia. 

In chronic renal failure in edematous patients restric- 
tion of Na is necessary ; to be effective, the intake must 
be less than 1 g. per day. 

In non-cedematous patients a mild, or occasionally a 
severe, depletion of Na may develop on a normal intake 
for reasons given on pp. 733 and 734. For azotemic 
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non-cdematous patients I always recommend a higher- 
than-normal intake of Na—200-300 m.eq. per day. This 
is usually given as 3 g. of NaHCO, + 2 g. of NaCl, in 
addition to the salt ordinarily used in cooking and taken 
with the food. If signs of edema appear, the dose is 
reduced. In special circumstances, particularly in the 
case of rarer tubular lesions without glomerular damage, 
different adjustments of intake may be required, and 
should be based on balance studies. 

Acid-base Balance 

Oorrection.—As indicated above, a combination of 
clinical assessment and the determination of the plasma- 
HCO, level is usually sufficient to assess the degree of 
acid-base imbalance. I also said that one can con- 
veniently regard acidosis as a deficiency of base, and 
that this deficiency could be presumed to exist throughout 
total body-water. Therefore, to calculate the amount 
of base needed to correct acidosis, one may use the 
formula : 

(27 — x)50, where x is the plasma-CO, combining-power in 

m.eq. per litre. 

This is best given as NaHCO, by mouth or as isotonic 
Na lactate intravenously. 

The correction of alkalosis is slightly more complicated 
in theory, but in practice the kidney can almost always 
make the necessary adjustments, provided the volume 
of extracellular fluid is normal and there is no deficiency 
of potassium. One should therefore correct extracellular 
underhydration with solutions of Na chloride, and then 
the potassium deficiency. The kidney will do the rest, 
even when it is severely damaged. 

Maintenance.—In most patients with chronic renal 
failure there is a tendency to acidosis, because of the 
acid ash of most diets. This should be prevented by 
prescribing extra alkali, usually NaHCO,. For patients 
whose blood-urea level is above 100 mg. per 100 ml. I 
usually prescribe 2-5 g. of NaHCO, per day. In the 
rare cases of specific tubular defect much larger quantities 
will be required. The dose may be adjusted by estimation 
of the plasma-HCO, level at intervals. 

Potassium 

Correction of hyperpotassemia.—The particular danger 
of potassium retention lies in the fact that high con- 
centrations of potassium in the extracellular fluid may 
cause cardiac arrest. The high potassium level may be 
lowered either by causing the potassium to enter cells 
or by removing it from the body. Alternatively, the 
toxic effect of a high potassium level may be counteracted 
by certain measures. The most convenient method of 
dealing with hyperpotassemia is to administer large 
quantities of glucose, which moves into the cells, taking 
with it potassium to form a glycogen-potassium complex. 
This is the other reason (cf. p. 778) why a large intake of 
carbohydrate is desirable in the treatment of anuric 
patients. The process may be hastened by simultaneous 
administration of insulin. 

Potassium may be removed from the body by dialysis, 
but in civilian practice it is rare for any form of dialysis 
to be necessary. In warfare, as Meroney and Herndon 
(1954) have shown, the position is different. Patients 
with gunshot wounds have large areas of necrotic muscle 
which release potassium at such a rate that conservative 
measures are not sufficiently rapid or effective. Some 
form of dialysis is necessary, and the advantages of the 
artificial kidney over other forms of dialysis seem to 
make it the method of choice. 

Another less rapid method of removing potassium 
from the body is by feeding an ion-exchange resin in 
the Na cycle (Evans et al. 1953). The efficiency of the 
resin as a remover of potassium is about 1 m.eq. 
per g. in vivo in the case of the resin ‘Zeo-Karb 225’ 
(Permutit Co.). 

It is also possible to reduce the toxic effect of hyper- 
potassemia by raising either the calcium or the Na level. 
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Taking into consideration all these facts, Meroney and 
Herndon (1954) describe a mixture containing glucose, 
calcium, and sodium which is useful for rapidly countering 
hyperpotassemia. 

Correction of hypopotassemia.—Wherever possible it 
is safest to administer potassium by mouth, even in 
depleted patients. Up to 10 g. per day of KCl may be 
given. Where it is necessary to administer it intra- 
venously it may be given in concentrations of up to 
2 g. per litre of infusion fluid, at a rate of not more than 
1 g. per hour. 

It is a safe rule that potassium should never be 
administered to anybody whose urine flow is less than 
1 ml. per minute. 

Maintenance.—When the urine flow exceeds 1 ml. per 
minute, the quantities of potassium required to maintain 
balance are not critical, except in a few circumstances, 
the most important of which is the early diuretic phase 
of acute tubular necrosis. Here it is best to allow the 
urine flow to exceed 1 ml. per minute for two days, to 
allow the serum-potassium level to fall from the some- 
what high value which usually prevails in the anuric 
phase. Then 1-2 g. of KCl per litre of urine passed may 
be given. 

In rare tubular lesions and hormonal upsets balance 
studies may be required to assess maintenance require- 
ments for the ion. 

Nitrogen 

The blood-urea level is raised in most varieties of rena] 
failure, but this in itself is of no consequence. There 
remains, however, the possibility that other and unknown 
end-products of nitrogen metabolism are toxic, and that 
their level rises parallel with that of urea. For this 
reason it is probably desirable to reduce the intake of 
protein in patients with a low glomerular filtration-rate. 
There are, however, two other and more important 
reasons for doing so : 

(1) Most protein foods contain potassium. 

(2) Urea, the most abundant end-product of protein break- 
down, accounts for a high proportion of the osmolarity of 
urine. In most types of renal failure there is a constant 
osmotic diuresis (see pp. 733 and 734), and this makes for 
difficulty in maintaining water and electrolyte balance. The 
osmotic load may be reduced by diminishing the intake of 
protein and therefore the quantity of urea to be excreted. 


For these reasons a low-protein diet is desirable in 
patients with marked azotemia. As a temporary measure, 
a protein-free diet may be given in acute renal failure and 
in exacerbations of chronic failure, but for maintenance 
in chronic failure one must always provide enough 
protein to take the place of the endogenous protein 
inevitably broken down ; 30 g. is usually sufficient for 
this purpose. When the blood-urea level is between 
normal and about 70 mg. per 100 ml., I usually prescribe 
a normal intake of protein of about 70 g. daily. When 
the blood-urea level is between 70 mg. and 120 mg., 
I give about 45 g. daily, and when it is above 120 mg. 
the minimum of 30 g. daily. 


Symptomatic Treatment 


Anemia.—Severe degrees of anemia should never be 
allowed to persist in patients with renal failure, because 
they induce a mild degree of circulatory renal insuffi- 
ciency. The hemoglobin should be kept above 65-70% 
by means of blood-transfusions. In certain circumstances 
(e.g., in anuric patients) packed red cells should be given. 
The usual hematinics, such as iron, vitamin B,,, folic 
acid, and liver, have no effect on this type of anwmia, 
but it is said that cobaltous chloride 90-200 mg. daily 
may be effective (Gardner 1953). I have no experience 
of this form of treatment. 

Vomiting.—Nausea and vomiting develop in some 
uremic states. One should first attempt to determine 
its chemical basis—e.g., cellular overhydration—and 








C0 
be 
ar 
de 
m 


tre 
ren 
the 
scle 
pat 
blo 
me 
adi 
On 
ger 
aft 
In 


I 
mal 
not 
fror 
inte 
sub 
of t 


Bick 
Blac 
Bors 
Brov 
Bull, 
Doni 
Eval 
Fish} 
Fren 
Frier 
Func 


Gam 
Gard 





aS ae OS lCCcDrOOlUT 


se 
) / 

/o 
es 


1c 
a, 
ly 
ce 


ne 
ne 
1d 





THE LANCET] ORIGINAL 
correct it, but sometimes no obvious chemical cause can 
be found. Then one may use chlorpromazine (Friend 
and Cummins 1953) in doses of 25-50 mg. three times 
daily by injection or by mouth. I have found it 
moderately effective. 

Vomiting, if persistent, makes for considerable diffi- 
culties in maintaining the balance of fluids and electro- 
lytes. In these circumstances I have often used a 
‘ Polythene ’ tube 1-0-1-5 mm. in diameter passed through 
the antecubital vein into the superior vena cava or 
through the femoral vein into the inferior vena cava. 
Through this tube one can administer even very concen- 
trated solutions, such as 50% glucose, by continuous 
drip for long periods. One man, who had a severe 
abdominal injury, was fed thus for 56 days without 
any oral intake. 

Stomatitis, another common complication in the gastro- 
intestinal tract in severe renal failure, is best treated 
by frequent mouth-washes. 

Diarrhea is sometimes very troublesome and may 
prove fatal. Where there is a possibility that it is 
induced by the diet—as sometimes happens with some 
batches of peanut oil, in treating anuric patients—one 
may stop oral feeding and administer the necessary 
fluid, carbohydrate, and electrolytes intravenously. In 
less severe cases I administer 1 g. of streptomycin twice 
daily by mouth in the hope that a change of intestinal. 
flora will allow the diarrhea to settle. 

Epileptiform convulsions are most often due to a 
recognisable cause—e.g., hypertension and cellular over- 
hydration. Where no cause can be found, or where the 
cause cannot be removed, barbiturates or paraldehyde 
may be used in the usual dosage. The same drugs may 
be used for restlessness, insomnia, and noisy delirium ; 
but again one should seek a cause and treat it rather 
than rely on symptomatic treatment. 

Hypertension.—Although not strictly a part of the 
treatment of uremia, the treatment of hypertension in 
renal failure needs to be considered here. Because of 
the danger of further renal failure as a result of arteriolo- 
sclerosis, I usually attempt to lower hypertension in 
patients with chronic renal failure when the diastolic 
blood-pressure exceeds 110-115 mm. Hg. I use hexa- 
methonium and rauwolfia serpentina for the purpose but 
administer the former in particular with great caution. 
One patient with severe renal failure developed a 
generalised muscular paresis which lasted nearly a week 
after a single test dose of 10 mg. of hexamethonium. 
I now usually start with a dose of 1 mg. 


Conclusions 


I have tried to show that renal failure gives rise to 
many clinical pictures—the uremias. These uremias are 
not an inevitable consequence of renal failure but result 
from imbalance between the rate of loss and the rate of 
intake or of production in the body of certain chemical 
substances. Some at least can be prevented by adjustment 
of the diet. 
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CHLORPROMAZINE IN OBSESSIVE- 
COMPULSIVE AND ALLIED DISORDERS 
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MANCHESTER 
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M.B., B.Se. St And., D.P.M. 
PSYCHIATRIC REGISTRAR, MANCHESTER ROYAL INFIRMARY 


Reports of the psychiatric use of chlorpromazine in 
patients are now fairly numerous. Favourable claims, 
chiefly of the control of agitation and excitement in 
patients with various psychoses, came initially from the 
Continent (Hamon et al. 1952, Delay and Deniker 1952, 
Delay et al. 1953, Arnold et al. 1953, Deschamps and 
Cadoret 1953). At Basle in November, 1953, 893 cases 
so treated were discussed (Staehelin 1954) ; these included 
cases of depression (Kielholz 1954) and a considerable 
number of ‘schizophrenics (Labhardt 1954), in many of 
whom substantial improvement was reported. 

From England the number of reports has been less. 
The findings (Anton-Stephens 1954, Elkes and Elkes 
1954, Garmany et al. 1954, Lancaster and Jones 1954), 
though favourable, are less conclusive than those of the 
Continental workers. 

Although chlorpromazine is valuable in the treatment 
of severer forms of mental disorder among inpatients, its 
efficacy in the treatment of outpatients with less overt 
mental disturbances is not so well established. Garmany 
et al. (1954), who investigated the effects of chlorproma- 
zine in 29 psychoneurotic patients, found that all patients 
in whom tension was prominent improved, but they 
could not confirm the relief from obsessional symptoms 
claimed by Sigwald and Bouttier (1953). 

However, since patients with intractable obsessive- 
compulsive symptoms form a substantial proportion of 
those attending psychiatric outpatient clinics, and demand 
much time and attention, any possibility of obtaining 
some relief in these cases should be explored. This was 
the main purpose of the present investigation. 

In atidition the impression has been gained that 
chlorpromazine is at present fairly widely used not only 
in psychiatric clinics and hospitals but also by general 
practitioners. The fact that this treatment is not 
apparently devoid of risk argues the need for a ¢learer 
understanding of its effects and the indications for its 


— Clinical Material 

75 outpatients (36 men and 39 women) were originally 
selected for a therapeutic trial of chlorpromazine. 
Owing to irregular attendance (5 cases), intercurrent 
physical illness (6 cases), and complications arising from 
the treatment (5 cases), 16 patients did not complete a 
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TABLE I—PRINCIPAL SYMPTOMS COMPLAINED OF * 


No. of cases 
Symptom 


Moderate | Severe Total 
Mental : | 

Anxiety and tension ool 16 38 54 (91%) 
Irritability . os | 35 | 14 | 49 (83%) 
Hypochondriac al sy mptoms co | 19 26 45 (76%) 
Excessive self-criticism +. | 23 20 | 43 (73%) 
Indecision ° on 24 | 17 | 41 (69%) 
Depression ae - oo | 23 | 16 39 (66%) 
slf-consciousness 18 | 18 | 36 (61%) 
Lack of conce ntration. 22 | 12 | 34 (56%) 
Phobias . . 10 21 31 (61%) 
Compulsive rituals 8 11 19 (32%) 
Aggressive urges towards self | 

or others . - | 6 13 | 19 (32%) 
Insomnia 8 9 17 (29%) 
Intellectual rumination. 6 7 13 (22%) 
Ego disorder (unreality fee lings, 

&c.) ‘ 8 2 10 (17%) 

Somatic or autonomic : } 

Sweating | 19 | 8 | 27 (46%) 
Headaches 5 ne oda 17 7 |} 24 (41%) 
Trembling os is oo | 18 | 5 | 23 (39%) 
Palpitations ss es 15 | 7 |} 22 (38%) 
Aches and pains } 10 | 10 | 20 (34%) 
Loss of appetite : il 8 | 19 (32%) 
Digestive disturbances 7 8 | 15 (25%) 
Stammer ‘ P 7 1 oa 1 
Tinnitus. . ot ee Se o° 1 1 
Facial tic aoe 64 ne eo 1 1 
Writer’s cramp o» oo | wa 1 1 


* Mild episodic symptoms are excluded. 








course of sufficient length or regularity to permit valid 
conclusions to be drawn. Further reference to some of 
these will be made when side-effects are discussed. The 
clinical assessment of the results is therefore confined 
to 59 patients (30 men and 29 women). 

Only those who had psychoneuroses or personality 
disorders with some symptoms of an obsessive or com- 
pulsive kind were selected. 

Age.—The patients were aged 20-57 (average 35) ; 
32 (54%) were aged 25-35. 

Duration of symptoms.—In only 11 patients (18%) 
was the total duration of symptoms relatively short— 
from 4 months to 4 years. In 18 (30%) nervous symptoms 
had been present, either continuously or with occasional 
remissions, ever since childhood. In another 9 (15% 
symptoms appeared during adolescence (i.e., at the age 
of 12-15) and persisted from that time. In the remaining 
21 patients (36%), whose illness did not begin until after 
the age of 18, this was also of long duration (up to 26 
years), with periodic variations in intensity. 

Diagnosis and classification.—Diagnostie subdivision 
of cases of this kind is at present somewhat controversial. 
In view of this more attention was paid, in comparing 
the patients, to the presence, absence, severity, and 
persistence of symptoms than to formal diagnosis (table 1). 
However, some arbitrary divisions are possible: 6 
patients only exhibited the classical obsessive-compulsive 
neurosis ; 11 had symptoms predominantly of a phobic 
kind (e.g., fear of crowds and of going out alone); 11 
others were constantly preoccupied with morbid thoughts 
or impulses (¢.g., aggressive urges towards self or others 
and obsessions of jealousy); and in 13 the presenting 
picture was mainly hypochondriacal. The remainder 
showed mixed clinical conditions, usually states of 
tension, irritability, anxiety, and secondary depression 
coloured by obsessive-compulsive features and accom- 
panied by somatic complaints, though almost every 
known variant was present, including hysterical features 
in 5 cases. 

Degree of disability.—This was assessed both before 
and after treatment by the use of an 11-point scale, 
positioning on which depended not only on the number 
and severity of symptoms but also on each patient’s 
estimated working capacity and effectiveness as a social 
unit (table m). Initially 35 patients (59%) were placed 
on the 4th and 5th points of the scale and thus could be 
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considered as moderately incapacitated by symptoms. 
The positioning of the remainder appeared to follow a 
normal distribution around this peak. 


Method of Investigation 

(1) The patients were observed for 7-18 weeks—and 
in two-thirds of the cases for 12-14 weeks. All the 
patients attended weekly for 7-15 weeks, after which 
some were seen at intervals of 2, 3, or 4 weeks. 

(2) All the patients received both chlorpromazine and 
an inert, though apparently identical, placebo, both 
being taken by mouth. No patient knew which was 
being given or that a placebo was being used at all. 

(3) In addition more than half the patients had a week 
without treatment at some time during the course. 

(4) The course of treatment was controlled by one 
investigator only. The other remained ignorant not 
only of what was being given but also of alterations in 
dosage. 

(5) 31 patients began treatment with chlorpromazine 
and 28 with the placebo. This was determined by chance 
(odd or even number of letters in surname). Thereafter 
the course of treatment was to plan, modified in a few 
cases by individual response. 

(6) During the initial period (7-18 weeks) four different 
courses of treatment were used : 


(a) Chlorpromazine for 4-5 weeks, placebo for 1-3 weeks, 
and chlorpromazine for 2-13 weeks (14 patients). 

(6) Chlorpromazine for 4-6 weeks, placebo for 1-2 weeks, 
and no treatment for 1 week (17 patients). 

(c) Placebo for 2-3 weeks, chlorpromazine for 4-6 weeks, 
and placebo for 1-3 weeks (13 patients). 

(d) Placebo for 2-3 weeks, chlorpromazine for 4-7 weeks, 
and no treatment for 1 week (15 patients). 


(7) After the initial period 42 patients received further 
treatment with chlorpromazine alone (29 cases) or with 
both chlorpromazine and placebo alternately (12 cases) 
or with placebo alone (1 case). 

(8) Initially chlorpromazine 50-75 mg. was prescribed 
daily. The daily dose was increased in the second week 
to 100 mg. and in the third and subsequent weeks to 
150 or 200 mg., at which level it was maintained. 

(9) At every visit all the patients were seen separately 
by each observer, both of whom made an independent 


TABLE II-—-CLINICAL RATING SCALE OF DEGREE OF DISABILITY 


No. of patients 
Before After 


treatment treatment 
(1) Il enough to need hospital ; 0 3 
(2) Intermediate between 1 and 3° +c 0 1 
(3) Severely incapacitated—e.g 
unable to work/perform Tonia stic duties 
unable to go out unaccompanied 
fully preoccupied with ena, com- 
pulsive rituals, phobias, 
severe continuous tension, “anxiety or 
depression wis Pr 
(4) Intermediate .. ° 
(5) Moderately inc apacitated—e. g.: 
working irregularly or continuously with 
difficulty 
domestically and socially ineffective 
variably severely preoccupied with obses- 
sions, &c. 
moderate continuous/severe —_— mana 
sion, anxiety or ee * 18 
(6) Intermediate .. — oe 17 
(7) Mildly incapacitated—e. gz. 
able to work/do domestic duties . 
social activity not completely satisfactor 
obsessions, &c., only occasionally prom 
nent 
mild continuous/moderate episodic ten- 
sion, anxiety or ae Re ee 10 12 
(8) Intermediate .. sis ee 4 1l 
(9) Slight incapacity only—e. g. 
able to work with some decteney 
no impairment of social or domestic life 
obsessions, &c., though any 
present largely in backgroun 
mild episodic tension, anxiety or F depression 0 5 
(10) Intermediate oe 0 3 
(11) No apparent disability whatsoever ee 0 1 


* Those placed in intermediate categories either varied between, or 
showed some features of, both neighbouring groups. 
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assessment, one using the method of the ordinary 
psychiatric interview, the other a questionnaire devised 
to record and compare statistically the changes in 
number and severity of each patient’s main symptoms. 

(10) The weight and blood-pressure of every patient 
were recorded at each attendance. 


Results 


A significant response to chlorpromazine compared 
with the response to the placebo was observed in 27 
(46%) patients. In the other 32 (54%) there was no 
significant difference in the responses to chlorpromazine 
and to the placebo, though in some cases changes in 
condition took place (table 11). 


Responses to Chlorpromazine 

27 patients responded to the first course of chlor- 
promazine. 14 of them began treatment with the 
placebo for 2 weeks, during which there was no appreci- 
able change. In 2 other patients this period was extended 
to 3 weeks because of a slight transient initial improve- 
ment, presumably due to suggestion, which disappeared 


TABLE III—-RESPONSE TO CHLORPROMAZINE 


(1) Positive response to chlorpromazine compared with response to 
placebo. 
Men Women Total 
(a) Response to Ist course of chlor- 
promazine with relapse when this 
was withdrawn : 
Moderate to good response ao! 6 
Slight response only = acne) 


Total .. 14 13 27 
(b) Response to 2nd course of chlor- 
promazine in those responding to 
lst course and relapsing after this 
was withdrawn : 
Moderate to good response 
Slight response only .. 


1 


|_-~o 
| ae 


(46%) 


6 11 
4 6 


neo 


Total .. 7 10 17 
Non-responsive to 2nd course fol- 
lowing relapse after withdrawal of 
lst course ee es é 


(29%) 


7 3 10 (17%) 


(2) Negative response to Ist or subsequent course of chlorpromazine 
compared with response to placebo 
(a) Equal improvement with chlor- 
promazine and placebo with no 
relapse when chlorpromazine was 
withdrawn : 


Moderate to good improvement 4 2 6 
Slight improvement only co 1 4 
Total .. 7 3 10 (17%) 
(b) No essential change on either 
chlorpromazine or placebo cs @ 11 20 (34%) 
(c) Worse a ‘a s4 ee 2 2 (3%) 
Total .. 16 16 32 (54%) 


by the end of the 3rd week. After this all 14 were treated 
with chlorpromazine, The remaining 13 patients were 
given chlorpromazine from the start. 

After 4-6 weeks on chlorpromazine 21 patients were 
given the placebo again, while the remaining 6 patients 
were left without treatment for a week. 

All 27 patients had a return of symptoms, usually 
within 3-5 days of withdrawal of the chlorpromazine. 
The severity of the relapse varied, the condition of most 
patients returning to the pre-treatment level. 6 patients, 
however, became considerably worse than before; 3 
of these developed a state of agitated depression of 
such severity that admission to hospital became 
necessary. ; 

Although after relapse all 27 patients were again given 
chlorpromazine, 10 now did-not respond, and in the 
remaining 17 the response was, on the whole, less satis- 
factory than that originally observed. Although the 6 
patients who relapsed most severely were among 
those who originally responded best, only 2 showed any 
response to the second course of chlorpromazine: in 1 
alone was the response as good as before ; in the other it 
was slight. In the remaining 4 patients the exacerbation 
of symptoms persisted unchanged. 
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TABLE IV-——CHANGES IN CLINICAL CONDITION OF ALL PATIENTS 
AT END COMPARED WITH BEGINNING OF INVESTIGATION AND 
TREATMENT 


No. of points 
gained or lost 
on rating scale *| 


Change Men | Women| Total 
| 


Improved : 


Good - ‘ra. +5 1 os 1 

+4 3 ee 

Moderate .. - +3 2 4 | 6 

2 TS 6 

Slight 7 l gz 5 10 
Total .. oe | 14 13 | 27 (46%) 
None .. ss eo 0 . ta | 20 (34%) 

Worse : 

Slightly os pe —1 4 2 | 68 

Moderately ie -2 . a ae 38 5 

| -—3 1 . 1 

Much worse ia —4 Ss 1 
Total .. mS DB. dts 12 (20%) 





* See table 11. 


No Response to Chlorpromazine 

32 patients showed no response to chlorpromazine. 
The condition of 20 remained essentially unchanged 
throughout ; that of 2 others became rather worse. 

In 10 patients some improvement took place, in 6 to a 
considerable degree. None of these patients relapsed 
when chlorpromazine was withdrawn or when the 
placebo was again substituted, all maintaining their 
improvement whatever plan of treatment was followed. 


‘Although there was no initial change in the condition 


of 3 of these patients who started treatment with two 
weeks on the placebo, the improvement later observed 
both in these, and in the 7 other patients who were put 
on chlorpromazine from the start, could not be definitely 
ascribed to the chlorpromazine but was more probably 
due either to spontaneous remission or to suggestion. 

The final condition of all the patients at the end, 
compared with the beginning, of the investigation is 
summarised in table tv. 


Response of Individual Symptoms 

(1) The following symptoms showed the most response 
to chlorpromazine compared with the response to placebo 
(differences significant at p=0-02 or higher): loss of 
appetite, anxiety and tension, irritability, hypochondri- 
acal symptoms, aggressive urges towards self or others, 
lack of concentration, and difficulty in getting to sleep. 

(2) Symptoms which responded to some extent to 
chlorpromazine but not significantly so, compared with 
the response to placebo, were: palpitations, sweating, 
aches and pains, trembling, phobias, indecision, intel- 
lectual rumination, self-consciousness, depression, ego 
disorders, waking at night, excessive self-criticism, 
stammer, and tinnitus. 

(3) The following symptoms showed no response to 
chlorpromazine compared with that to placebo: head- 
aches, digestive disturbances, compulsive rituals, writer’s 
cramp, and facial tic. 

(4) Symptoms which became significantly worse when 
the placebo was substituted for chlorpromazine, com- 
pared with the period on placebo preceding the first 
course of chlorpromazine, were: anxiety and tension, 
depression, palpitations, and sweating. 


Changes in Weight 

47 patients (80%) gained weight during treatment— 
up to 16/, lb. In 2 patients the weight remained 
stationary, while 9 lost up to 6*/, lb. 1 other obese over- 
weight patient lost 11*/, lb. The average weight change 
of the whole group was +4 lb. 

Though there was no clear relationship between gain 
in weight and degree of clinical improvement, those 
whose symptoms responded to chlorpromazine gained 
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TABLE V—COMPLICATIONS AND SIDE-EFFECTS 
No. of Approx. proportion 


patients (%) of total 
Drowsiness ‘ -s 35 50 
Transient or postural dizziness ich 9 13 
Vivid dreams or mpaase © ea 8 11°5 
Skin rashes 7 10 
Constipation 7 10 
Pyrexial attacks 6 8-5 
Thirst or dryness of mouth 5 7 
Abdominai discomfort. 3 4 
Jaundice $ 4 
Hypnagogic hallucinations os 2 3 
No definite side-effects ju 7 13 19 


* The incidence of side-effects is assessed in relation to 70 of the 
original 75 patients. The other 5 did not attend for more than 
two consecutive weeks and received placebo only. 

more (average 4"/, lb.) than those who showed no positive 

response (average 2°%/, lb.). 

Blood-pressure 

In 55 patients (93%) a transient fall in systolic blood- 
pressure, up to 60 mm. Hg (average 19 mm. Hg), took 
place under treatment with chlorpromazine. A fall in 
diastolic pressure, up to 30 mm. Hg (average 19 mm. Hg), 
was observed in 45 patients (76%). The remaining 
patients showed some variations but little change in 
relation to treatment. The blood-pressure of most 
patients though somewhat lower at the end, compared 
with the beginning, of the investigation was not 
significantly so. 

Complications and Side-effects (table v) 

Jaundice, the most serious complication, developed in 
3 patients (1 woman and 2 men) after 9, 18, and 19 days’ 
treatment, during which about 1075, 2200, and 2450 mg. 
of chlorpromazine had been given. In all 3 the attack 
lasted 2-3 weeks and clinically resembled a mild attack 
of infective hepatitis. None had had a previous attack 
of jaundice, though this was recorded in the history of 
5 of the 70 patients. 

Skin rashes, although observed in 7 patients, did not 
constitute a serious bar to further treatment. Treatment 
was stopped in 1 case largely because the patient found 
that she was pregnant, which seemed to promote a 
spontaneous remission of symptoms. The rashes were of 
various types, erythematous, maculopapular, and urti- 
earial, preceded and accompanied by itching. The 
distribution was usually widespread, the neck, upper 
arms, shoulders, chest, and thighs being mainly affected. 
One patient, a sufferer from ichthyosis, developed an 
outbreak of eczema on the fingers. Either reduction of 
dosage or temporary cessation of treatment effected a 
speedy resolution of all these skin reactions. 

At least 6 patients developed pyrexia during treatment. 
It usually lasted 48 hours, the main symptoms being 
sweating, severe headache, nausea, epigastric discomfort, 
and aching in the limbs and back. The number may 
have been higher; but, since the attacks were not 
actually observed but described retrospectively by the 
patients at their weekly visits, and because of a con- 
current widespread outbreak of upper respiratory infec- 
tion, the symptoms proved difficult to assess. Rhinitis, 
sore throat, and other indications of upper respiratory 
infection were, however, absent in these cases. In 
addition 2 patients described vivid hypnagogic halluci- 
nations in association with the attack. In all cases 
treatment was continued without prolongation of the 
symptoms. 

Other minor side-effects complained of included transient 
or postural dizziness probably related to a fall or to 
increased lability of blood-pressure ; thirst ; abdominal 
discomfort ; and constipation. 8 patients commented 
spontaneously on the occurrence of vivid dreams or 
ae wre Some drowsiness developed initially in at 
least half the patients, and recurred in some cases when 
the dosage was raised, but in either event passed off 
usually within a few days. 1 patient, however, com- 
plained of severe drowsiness and discontinued attendance 
for this reason. 
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Discussion 


Although from the therapeutic point of view the end- 
results of the present investigation are not impressive, 
they might have been better if a different plan of treat- 
ment had been used. 27 of the patients appeared to 
receive some benefit from chlorpromazine in the initial 
stages, but only 19 of these improved to any substantial 
degree. 

The return of symptoms after sudden withdrawal of 
chlorpromazine in all these cases, but not in the 10 other 
patients who appeared to improve spontaneously, agrees 
closely with the findings of Azima and Ogle (1954), who 
observed similar relapses in 70% of their patients. 

Moreover, after the withdrawal of chlorpromazine 
there was significantly less response to a further course. 
In view of this and the fact that the condition of some 
patients in relapse was more severe than their original 
condition, it cannot be overemphasised that, where a 
satisfactory response appears to be produced, treatment 
should not be precipitately withdrawn but should be con- 
tinued with, perhaps, a gradual reduction of dosage later. 

The occurrence of jaundice in 3 of 70 patients agrees 
closely with the recorded incidence of some other 
investigators (Azima and Ogle 1954, Elkes and Elkes 
1954, Lancaster and Jones 1954) and almost exactly 
with that of Lehmann and Hanrahan (1954), who 
observed this complication in 3 of 71 cases. The cause 
needs further elucidation, but since 1 of the present 
patients had been in close contact with a case of infective 
hepatitis 6-8 weeks earlier, it is of interest that Azima 
and Ogle, who observed this complication in 5 of 100 
cases, recorded a concurrence of infective hepatitis in 
the community. The fact that jaundice developed in 
all 3 cases within a short time, after a relatively small 
dosage had been given, suggests either idiosyncrasy or 
some other predisposition. 

Apart from jaundice, which indicates a need for 
caution in the use of chlorpromazine, other side-effects 
are common and may be unpleasant. 

The incidence of pyrexia was lower in the present series 
than in the 10% of patients treated by Garmany et al. 
(1954), but a possible reason for this has been indicated. 
The development of hypnagogic hallucinations in 2 
patients is believed to be a new observation, but Anton- 
Stephens (1954) has already remarked that dreams may 
increase. 

Despite difficulties chlorpromazine is clearly of value 
in the treatment of neurotic disorders in which anxiety 
and tension are prominent ; this was also the opinion of 
Garmany and other workers. Furthermore it appears 
that chlorpromazine may safely be used to treat out- 
patients, providing adequate supervision is maintained 
and the patients are instructed to report immediately 
any unusual symptoms. Although a previous history of 
jaundice, unless recent, is not necessarily a contra- 
indication, it seems unwise to give chlorpromazine to 
patients suspected of hepatic dysfunction. 

Compared with the widely used combination of dextro- 
amphetamine and amylobarbitone, which, although 
merely a euphoriant, has the advantage of being virtually 
free from side-effects, chlorpromazine appears to be 
rather more effective and specific in controlling symptoms 
of anxiety and tension; in addition it produces an 
increase in appetite and weight. ~ 

In the control of classical obsessive-compulsive 
symptoms chlorpromazine has proved disappointing. 
Though some phobic symptoms and intellectual rumina- 
tion seemed to be partially relieved, no lessening of the 
incidence and severity of compulsive rituals was observed. 
The only compulsive symptoms responding significantly 
to chlorpromazine were aggressive urges towards self or 
others and obsessive-hypochondriacal ideas. 

In the selection of patients for treatment with chlor- 
promazine the presence of anxiety, tension, and certain 
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other symptoms provides a more reliable criterion than 
does the degree of conformity with any theoretical or 
debatable diagnostic category. 


Summary 


The effects of chlorpromazine on 59 outpatients suf- 
fering from neurotic disorders with obsessive-compulsive 
features were investigated. 

All the patients received, at different times, both 
chlorpromazine and an apparently identical inert placebo. 

In those who responded sudden withdrawal of chlor- 
promazine produced a relapse. After this some did not 
respond when chlorpromazine was again given. The 
inadvisability of sudden withdrawal is emphasised. 

Those patients in whom tension and anxiety were 
prominent did best. Little relief of obsessive-compulsive 
symptoms, apart from aggressive urges and hypo- 
chondriacal ideas, was obtained. 

The frequency of side-effects was assessed in 70 
patients. Although common, none were serious except 
jaundice, which occurred in 3 cases. 

We wish to thank Prof. E. W. Anderson for his advice and 
assistance. 
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From King’s College, Durham University, and the Princess 
Mary Maternity Hospital, Newcastle upon Tyne 


As a result of the renewed interest in radiological 
localisation of the placental site, for which the work of 
Reid (1949, 1951, 1952) was principally responsible, it is 
now widely appreciated that radiology has brought a new 
accuracy to the diagnosis of placenta praevia. 

Techniques have been described by Whitehead (1953) and 
Hartley (1954), and modifications of these and other methods 
are in use in many centres. Stallworthy (1951) and Dawson 
and Mitchell (1954) have described the clinical application of 
radiology in cases of antepartum haemorrhage, and it has 
been shown that many patients who would otherwise have 
had to spend weeks in hospital can now be discharged safely 
to their homes. In other cases placenta previa has been 
correctly diagnosed before any bleeding. 


We draw attention here to the precision which radiology 
can give to the management of anterior placenta previa. 
The point is illustrated in the following two case-reports. 

Case-reports 


Case 1.—A woman was admitted to the Princess Mary 
Maternity Hospital as an emergency case on July 25, 1953, 
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Fig. 1—Case |: anteroposterior position showing displacement of 
foetal head to the left. 


Fig. 2—Case | : lateral erect position showing 2 cm. separation of foetal 
head from pubis. 


when 36 weeks pregnant; a brisk vaginal hemorrhage had 
taken place a few hours before admission. 

On admission the patient’s general condition was satis- 
factory, and she was kept at rest in bed for a week, after 
which a radiological examination was made (figs. 1 and 2). 

Radiologist’s Report (Aug. 1, 1953).—‘‘ Single foetus, cephalic 
presentation. Occiput to the left. The head is not engaged 
and is placed asymmetrically in relation to the pelvic inlet 
in the anteroposterior film. In the lateral projection the head 
is separated from the sacral promontory by 1-0 cm. and from 
the symphysis pubis by 2:0 cm.* These measurements, 
combined with thé displacement of the foetal head in the 
anteroposterior film and the situation of the soft-tissue 


‘shadow, indicate the presence of right anterior placenta 


previa.” 

Subsequent History.—Four days after this report was 
received, arrangements were made for the patient to be 
examined in the theatre, and the pediatrician was warned 
that, if a cesarean section proved necessary, the placenta 
might be damaged in the course of the operation, and the 
baby require transfusion. Vaginal examination revealed 
that the internal cervical os was covered by placental tissue, 
and an immediate lower-segment cesarean section was done. 
The placenta, as expected, was found under the uterine 
incision. Guided by the radiologist’s report that the placenta 
was lying mainly to the right, the operator passed his hand 
towards the left side, separating the placenta from the uterine 
wall, and was able to circumvent it without undue difficulty. 
The baby was delivered and the cord clamped without delay. 
Although the placental substance was disrupted, no foetal 
vessel was damaged. The baby made excellent progress. 


Case 2.—A primigravida, aged 31, was admitted to the 
Princess Mary Maternity Hospital as an emergency case of 
antepartum hemorrhage on May 4, 1954. She had been 
married for 10 years and had never taken precautions against 
pregnancy. She was 34 weeks pregnant on admission, and 
the clinical features suggested placenta previa. She was 
examined radiologically on May 17, 1954 (figs. 3 and 4). 


* All radiological measurements have been corrected for magnifi- 
cation. 
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Fig. 3. Fig. 4. 
Fig. 3—Case 2: semi-erect anteroposterior position showing slight 
displacement of foetal head to the left. 
Fig. 4—Case 2 : lateral erect position showing 2 cm. separation of foetal 
head from pubis. 
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Radiologist’s Report.—‘‘ Single foetus, cephalic presentation, 
occiput fo right side. The uterine shadow is thickened 
anteriorly. The foetal head is separated by 1-5 cm. from the 
sacral promontory and 2-0 cm. from the symphysis pubis. 
There is slight asymmetry in the semi-erect anteroposterior 
radiograph. The appearances indicate the presence of right 
anterior placenta previa.” 

Subsequent History.—The patient remained in hospital, and 
small vaginal hemorrhages occurred on two or three occasions. 
At the 38th week the patient was examined in the theatre, 
and the pediatrician was warned about the possibility of 
placental damage at operation. The placental edge was felt 
anteriorly */, inch from the cervical os; the examination 
caused a brisk hemorrhage, and in view of the long period of 
infertility it was decided to do a c#sarean section. The 
placenta covered the anterior wall of the lower uterine 
segment, but in view of the radiologist’s report the operator 
was again able to circumvent the placenta without difficulty. 
The placenta was partially disrupted, but no foetal vessel was 
damaged. The baby made excellent progress. 


Discussion 


When the placenta is situated anteriorly in the lower 
uterine segment, cesarean section carries a particular 
risk for the foetus ; blood-loss from the foetal circulation, 
the result of laceration of the placenta, may place the 
life of the child in jeopardy. The extent of this hazard 
and the manner in which it might best be handled were 
studied carefully in the Princess Mary Maternity Hospital 
by Neligan and Russell (1954). Between January, 1951, 
and March, 1953, 45 lower-segment cesarean sections 
were done for placenta previa, and the placenta was 
found in the incision 20 times ; in 11 instances there was 
significant damage to the fetal circulation, and 7 babies 
were transfused. This injury was the direct cause of 1 
neonatal death. 

For the past two years the obstetric staff of the 
hospital have paid special attention to operative technique 
in these cases. During this period 35 cssarean sections 
have been done for placenta previa; the placenta was 
found in the uterine incision in 15 of the cases. In no 
instance has there been significant damage to the fetal 
circulation, and none of the babies has required 
transfusion. 

In some measure the improvement in results has been 
due to the increased use in the hospital of radiological 
localisation of the placenta. In 5 of the 15 cases with an 
anterior placenta previa the obstetric staff were fore- 
warned of its site by the radiologist ; details of 2 cases 
have been given above. When a severe degree of anterior 
placenta previa is noted by the radiologist, we ensure 
that the case is managed personally by a senior member 
of the staff thoroughly conversant with the operative 
technique required to avoid damaging the placenta. 
Our pediatric colleagues are also advised about the 
possibility of damage to the fostal circulation. In the 2 
cases reported above the operator received valuable 
information from the radiologist about the best way of 
circumventing the placenta without damaging fetal 
vessels. 

In our experience radiology is making a significant 
contribution to the management of this important type 
of placenta praevia. 

Summary 

Localisation of the placenta by radiography is now 
used in many centres in this country, but the extent of 
the contribution which the method can make to the 
management of placenta previa has yet to be determined. 

When the placenta is situated anteriorly, there is an 
increased risk of damage to the foetal circulation in cases 
of cesarean section. In the Princess Mary Maternity 
Hospital radiology is adding a new precision to the 
management of this important type of placenta previa. 


We are grateful to Prof. Harvey Evers for permission to 
publish details of cases admitted to the Princess Mary 
Maternity Hospital under his care. The tracings of the 
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radiographs were made by the department of photography 
of the University of Durham. 
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BRONCHIAL CARCINOMA 
SURVEY OF 317 PATIENTS 
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Tue Brompton Hospital and the Royal Marsden 
Hospital are specialised hospitals; the former is con- 
cerned with diseases of the chest and the latter with all 
types of cancer. Both draw their patients predominantly 
from London and the southern counties, but neither 
serves a particular area. Many patients are first seen 
elsewhere and are sent for bronchoscopy, surgical treat- 
ment, radiotherapy, or a second opinion. Some come 
directly from their general practitioner, and a few from 
abroad. The story of the patients with bronchial 
carcinoma at these hospitals does not therefore represent 
the experience of all such patients throughout the 
country. 

The hospitals are linked by a joint consultative clinic 
for the study of the disease, and in particular its treat- 
ment by radiotherapy (Brooks et al. 1951). During 
1951, 317 patients with bronchial carcinoma attended 
the hospitals. All but 1 have been followed for two years 
from their first attendance. 1 patient left the country 
soon after radiotherapy and is considered to have died. 
This report describes the history of these patients, as 
far as it has been discovered by observation at the 
joint consultative clinic, and from hospital records and 
reports from general practitioners. 


Validity of the Diagnosis 


The diagnosis was based on histological evidence in 
199 (62%) of the 317 cases. The tissue was obtained 
by bronchial biopsy in 91, removal of the tumour in 
53 and of a metastasis in 27, necropsy in 16, examination 
of sputum in 11, and drill biopsy in 1. 

There was no histological confirmation in 118 (38%) 
cases. In 10 cases there was macroscopic evidence at 
necropsy but no further examination was made. 6 
patients were found to have inoperable tumours at 
thoracotomy. There was clinical or radiographic evidence 
of metastases in 48, and bronchoscopic evidence of a 
tumour in 13 and of mediastinal metastases in 12. 
In 20 there were other suggestive bronchoscopic 
abnormalities although no tumour was seen. In only 
8 (25%), therefore, did the diagnosis rest purely on 
clinical and radiographic evidence of pulmonary 
abnormalities. 

Certain diagnosis is difficult. Even at necropsy a 
diagnosis without histological examination may be 
wrong ; there are 2 examples of this event in the records 
of the joint consultative clinic (Smithers 1953). It seems 
reasonably probable, however, that all but a very few 
of the 317 patients did have a bronchial carcinoma. 


Composition of the Group 


The group contained a high proportion of patients 
between 50 and 60 years of age and a low proportion 
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over 70. The age-distribution of patients with bronchial 
carcinoma throughout the population is not known. 
Estimates based on death certificates are probably 
inaccurate, owing to the difficulty of diagnosis without 
investigation in hospital. It is likely that fewer old 
people will be fully investigated; and the proportion 
over 70 may, therefore, be falsified by wrong diagnoses. 
Death certificates during 1951 showed that 20% of the 
13,247 recorded cases were in patients over 70 (Registrar- 
General 1951). Hospital necropsy records may be no 
more accurate, for cases are selected both for admission 
to the particular hospitals and for examination after 
death. A series of 741 necropsies in several London 
hospitals during 1948-52 contained 16% over 70 
(Galuzzi and Payne 1955).. The proportion of the present 
group over 70 (5%) is considerably lower than either 
of the other estimates. This is not unexpected at two 
special hospitals with full facilities for surgical treatment 
and radiotherapy. 

There was also a very low proportion of women over 
70 (6%), compared with the proportions in the necropsy 
and death-certificate records (24%). The numbers 
involved are very small. During 1952 slightly more 
patients with bronchial carcinoma were seen. The pro- 
portion of those between 50 and 60 was lower, and over 
70 higher, than in the previous year. There was also a 
higher proportion of older women. However, the pro- 
portion in the two years combined is still much lower 
than the estimate from death certificates and necropsies. 

The frequency of the main histological types differs 
from that in necropsy reports. Necropsy estimates cannot 
be accepted as the true distribution, for they may well 
be biased in favour of the more malignant growths, 
those causing death before diagnosis or producing a 
rapidly fatal illness. On the other hand, estimates 
from hospital records may contain too few malignant 
tumours. Histological examination is less likely in 
patients who already have extrathoracic metastases 
or are clearly beyond hope of effective treatment. 
Certainly the frequency of overt metastases when the 
patients first attended hospital was twice as great in the 
present series in those without histological confirmation 
(40%) as in those with it (20%). Both hospital and 
necropsy records suggest that the proportion of 
undifferentiated tumours is a little greater in women 
than in men. In the present series there were ten times 
a8 Many men as women, whereas the ratio in 1951 accord- 
ing to death certificates was approximately 5 to 1 
(Registrar-General 1951). In necropsy records (Bryson 
and Spencer 1951, Galuzzi and Payne 1955) undifferen- 
tiated tumours make up about two-thirds of the total 
and squamous tumours a fifth ; but in the present group, 
and in a larger one also drawn mainly from special 
hospitals (Doll and Hill 1952), undifferentiated tumours 
were reported in only a little over a third, and squamous 
in approximately a half, of the patients in whom the 
type was known. It is impossible to find out how much 
the pattern of histological types in the whole group 
differs from that of the sample examined, or whether 
estimates from hospital records are closer to the real 
frequency than those from necropsies. Such comparisons 
of histological types are very uncertain, for classification 
of the tumours depends on the particular portion 
examined as well as on the pathologist’s interpretation 
of the appearances. In the present series, for instance, 
although the same pathologist reported on almost all 
the sections, the type reported from the bronchial 
biopsy differed from that reported from the whole 
tumour or a metastasis in 9 of the 114 cases in which both 
examinations were done. 

It seems reasonable to conclude that the present 
series, compared with all patients with lung cancer, 
contains fewer with undifferentiated tumours as well 
as fewer women and old people. 
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History Before Going to Hospital 


It is often difficult for the patient to remember when 
his symptoms began, particularly when the first indica- 
tion of ill health was merely an unaccustomed tiredness, 
shortness of breath, or change in a long-standing cough. 

The estimate of duration of illness is, therefore, 
frequently only very approximate. In the few patients 
who had no symptoms at all the illness is considered to 
have begun at the time the radiographic abnormalities 
were found. Owing to the method by which the patients 
were referred to the hospitals a long history of symptoms 
at the first attendance does not necessarily indicate 
delay in diagnosis. 

A little over a fifth had had symptoms or signs for 
less than two months and half for less than four; but 
1 in 10 had been ill for more than a year. The duration 
of symptoms does not measure the age of the cancer. 
For instance, 10 had no symptoms at all although the 
lesion was large enough to be discovered by radiography ; 
whereas in 5 the first warning of ill health was caused by 
metastases (hoarseness 3, dysphagia 1, obstruction of the 
superior vena cava 1). Metastases indicate an advanced 
stage of the disease, but not necessarily a late one 
in terms of duration of ill health. As expected, the 
incidence of metastases when the patients were first seen 
at the hospitals was less in those with shorter histories ; 
nevertheless it was nearly 6% in those with evidence of 
disease for less than a month. It rose to 50% in patients 
with five months’ history. On the other hand only 
12% of those seen after a year had metastases ; presum- 
ably this was because of the inherently slow growth and 
spread of the tumour, or because of the appearance of 
symptoms at an unusually early stage in its development. 


History after Coming to Hospital 
Treatment 
Almost a third (28%) of the patients had clinical or 
radiographic evidence of metastases when first seen. 
Metastases were found in a further 4% at subsequent 
examinations, and in 9% at bronchoscopy. Among 
the 317 cases thoracotomy was undertaken as follows : 


Exploratory thoracotomy 81 (25%): 
Resection 57 (18%). 
Resection impossible 24 (7%). 


No theracotomy 236 (75%): 

Metastases 130 (41%). 

Position of primary 34 (11%). 

Poor general condition 21 (7%). 

Poor respiratory function 20 (6%). 

Refusal 5 (2%). 

Other reasons 26 (8%). 
Thus in 4 out of every 10 cases thoracotomy was not 
done because intrathoracic or extrathoracic spread was 
already evident. In 11% bronchoscopy showed that the 
tumour was in such a position that it could not be 
removed. It is difficult to record in categories the other 
reasons for not operating. Frequently there was a 
combination of factors, none of which by itself might 
have precluded attempting resection. In 7%, although 
there was no local evidence of metastases, gross wasting 
indicated that the disease was far advanced. The 
respiratory function was judged too poor to justify 
resection in another 6%. 5 patients refused investiga- 
tion or surgical treatment; and 3 were incorrectly 
diagnosed until metastases appeared. 1 was not diagnosed 
until after death. 

81 (25%) were explored, but the tumour could not 
be removed in 24. Resection of whole or part of the lung 
was, therefore, carried out in only 57 (18%) of the 317 
patients; 52 resections were done at the Brompton 
and 5 elsewhere. 12 had radiotherapy in addition— 
1 before resection, 3 shortly afterwards, and 8 to 
metastases that appeared later. 

120 (37%) were treated by radiotherapy alone (98 
at the Royal Marsden Hospital and 22 elsewhere). 
For analysis, the treatment has been called “ palliative ”’ 
if less than a 4000r tumour dose was given, and “‘ radical ”’ 
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TABLE I—SURVIVAL AFTER FIRST ATTENDING THE HOSPITALS 

- ‘ | No. coated 
P . No. of | as 

Treatment | patients |— 

| 1 yr. 2 yr. 
Tumour removed Ae ‘si 57 | 40(70%) | 35 (61%) 
Tumour not removed : 260 | 65 (25%) | 18 (7%) 
* Radical” radiotherapy .. 36 | 19 (62%) | 9 (25%) 
“ Palliative ” radiotherapy . . 84 |} 19(22%) | 1 (1%) 
No radiotherapy we e% 140 | 27 (19%) 8 (56%) 

Total .. ne ve 317 


105 (33%) | 53 (16%) 








if the dose was greater (Brooks et al. 1951). 36 received 
radical treatment and 84 palliative—42 to metastases 
only (mediastinal 29, bone 8, cervical lymph-nodes 2, 
pleura 2, brain 1), and 42 to the primary tumour. 

The remaining 140 received neither surgical treat- 
ment nor radiotherapy. They were treated by their 
general practitioners at home or were admitted to hos- 
pitals to be nursed through the last phase of their 
illness. 

The treatment of the 317 can be summarised as 
follows : 

Resection 57 (18% 


Radiotherapy | 120 (37%): 

“ Radical ” 36 

“ Palliative ” 84 (metastases only ss, primary tumour 42). 
Other palliative treatment 140 (45 %) 


Survival 

By the end of six months after first attending the 
hospitals 125 (40%) of the whole 317 had died. After 
a year 212 (67%) were dead; and after two years 264 
(84%) (see table 1). Of the 53 survivors 35 had had a 
resection and there is no doubt of the diagnosis of cancer. 
Histological evidence had been obtained in 10 of the 
remaining 18, the tumour being reported as squamous 
in 8 and undifferentiated in 2. 1 with an undifferentiated 
tumour died shortly after the end of the two-year 
period, and there is no doubt of the diagnosis of cancer. 
In the other the histological classification rests only on 
sputum examination; but the course of the disease 
leaves no reasonable doubt of a malignant intrathoracic 
neoplasm. No histological report was available in 8 ; 
but there seems little doubt of the clinical diagnosis in 6, 
and 2 of these have since died. In 2, however, there is 
considerable doubt; and in both of them the doubt 
existed and was recorded in the early stages of the 
illness. 

The group of patients is too small to investigate the 
effect of resection or radiotherapy on survival. To do so 
it is necessary to compare the experience of groups 
similar as regards age, duration of symptoms, histological 
types, and stage of the disease. With very few exceptions 
those who did not have a resection were unfit for surgical 
treatment because the disease was too advanced or 
they had other disabilities. Their expectation of survival 
was, therefore, less than that of those in whom resection 
was done. The group treated by palliative radiotherapy 
contained more in poor general condition or with extra- 
thoracic metastases than the group treated radically ; 
and they would be expected to survive for a shorter 
time irrespective of the treatment. The group not 
treated by either method included many whose advanced 
condition did not justify even palliative radiotherapy. 

Of the 57 whose growth was resected 40 (70%) lived 
a year after their first attendance at the hospitals, and 
35 (61%) were alive after two years. In 260 the tumour 
was not removed ; 62 (25%) were alive after one year and 


18 (7%) after two years. Of the 36 who had radical radio- 
therapy 19 survived a year and 9 (25%) for two years. 
Of 84 who received palliative radiotherapy 19 lived a 
year and only 1 was alive after two years. 140 had neither 
surgical treatment nor radiotherapy; 27 survived a 
year and 8 (5%) two years. 


ORIGINAL 


ARTICLES [APRIL 16, 1955 


The pattern of survival can be pictured in another 
way. We can imagine that in all the 292 patients regard- 
ing whom the data are sufficient the illness began at the 
same time. By the end of the first three months 113 
had been seen at the hospitals; 7 had died; 179 had 
not yet consulted their doctors or been referred to the 
hospitals. The mortality rose steeply during the second 
quarter, and by the end of it 52 had died. A year after 
the illness began 156 (53%) were still alive, and all but 
34 had attended the hospitals. At the end of two years 
only 77 (26%) remained alive. Surgical treatment had 
been possible in 52, but 21 had died. Radical radio- 
therapy had been given to try to prolong life in 32; 
but 22 were dead. 200 had had only palliative treat- 
ment, and 172 had died. 8 patients had had symptoms 
or a radiographic abnormality through the two years 
but had still not been referred to the hospitals. 5 of 
these later had the tumour removed and 2 had radical 
courses of radiotherapy. Of the 240 not treated surgically, 
half died within the first year, three-quarters within 
eighteen months, and four-fifths within two years. 


Mamner of Dying 

Little is recorded about the pattern of the mode of 
death in patients with bronchial carcinoma. It is, indeed, 
difficult to discover and describe it. Ways of dying are 
not easily classified. There is a gradation of suffering 
between a sudden fatal hemoptysis or coronary throm- 
bosis and a protracted illness with wasting, pain, 
dyspnea, and lung suppuration. To measure suffering 
is impossible. A patient with cerebral metastases may 
well suffer less than one who, although having few out- 
ward signs of illness, knows that he will soon die. On 
the other hand, a paralysed patient with unclouded 
mind may suffer more than one who wastes painlessly 
and dies quickly. 

Information about the final stages of the illness has 
had to be collected by inquiring from general practi- 
tioners and from hospitals, since only a few patients 
were personally observed in the last stages of the illness. 
Only a very incomplete picture can be obtained by such 
means; and no conclusions about the real frequency 
of the modes of death can be drawn from it. The 
inquiries produced adequate data for the very broad 
classification adopted in only 128 of the 283 who are 
known to have died. There was sufficient information 
in 83% of those who died after resection, in 56% of 
those who died after radical radiotherapy, and in only 
38% of the remainder. The estimate of the manner of 
dying is, therefore, likely to be nearer to the truth in 
those treated surgically than in others. 

Of the 25 who died after resection 10 (40%) had 
clinically manifest cerebral metastases. 9 (36%) slowly 
got thinner and weaker but in none did intense pain 
dominate the illness. 1 also had superior vena caval 
obstruction, another severe dysphagia, and a third 
extensive ulcerating skin metastases. 4 (16%) died 


TABLE II-——-THE MANNER OF DYING 











Radical | 
- | ‘Tumour radio- Other 
removed | therapy 
nown deaths : 32 221 
Sufficient information aE 25 (88%) | 18 (66%) | 85 (38%) 
| 
Clinically manifest earebenl 
metastases ° | 10 2 14 
Cachezxia : owt 15 65 
Severe pain . | 2 12 
Caval shetrestion | _ 1l 
Dysphagia 1 5 
| 
Sudden death : 2 1 6 
Coronary thrombosis 2 _ 2 
Hemoptysis ee _ 1 4 
Death due to operation | 4 _ _ 
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within a few weeks of operation and their deaths can 
reasonably be attributed to it. 2 (8%) were thought to 
have had a coronary thrombosis. 

Only 2 of the 18 who died after radical radiotherapy 
had signs of cerebral metastases ; 15 slowly deteriorated, 
and severe pain was reported in 2. Another with severe 
dysphagia attempted suicide, and 1 had a secondary 
deposit in the spine with paralysed legs. 1 patient died 
after a large hemoptysis. 

Of the 85 who had had symptomatic treatment there 
were only 14 (16%) with signs of cerebral metastases. 
65 (77%) deteriorated slowly, and in 12 of these intense 
pain dominated the illness. 11 died with symptoms of 
superior vena caval obstruction, although 8 had previously 
been treated for this by radiotherapy. 5 had severe 
dysphagia. 2 became addicted to morphia. 6 (7%) 
died suddenly—2 from a presumed coronary thrombosis 
and 4 after large hemoptyses. 

It seems likely that more than two-thirds of those who 
are not treated surgically die slowly with increasing 
weakness and wasting but without signs of cerebral 
metastases. In only a few is the pain from the primary 
tumour or from metastases sufficiently intense to 
dominate the clinical picture, although it is rare for 
there to be no pain at all throughout the illness. Probably 
about 1 in 7 have manifest cerebral metastases. Sudden 
death before the cachexia has become advanced is 
uncommon, and fatal hemoptysis probably occurs in 
only about 1 in 20. Such distressing conditions as 
dysphagia, ulcerating skin metastases, and choking 
from tracheal narrowing are rare; but superior vena 


caval obstruction with frightening sensations of con- ' 


striction and congestion and the swollen, cyanosed neck 
and face occurs in about 1 in 10. The mode of dying 
in those treated by radical radiotherapy is probably very 
similar, although the frequency of superior vena caval 
obstruction may be lower. However, in those who had 
had the primary cancer removed, the pattern did seem 
a little different. More had symptoms and signs of 
cerebral metastases and fewer had a very painful illness ; 
but superior vena caval obstruction and dysphagia 
still occurred. 
Discussion 


The story of these selected patients, bad as it is, is 
almost certainly better in some respects than that of all 
patients with lung cancers. Many old people may never 
reach chest clinics or special hospitals; and some die 
with metastases in the brain or elsewhere before the 
existence of the primary tumour is known. In 18% 
of the present group it was possible to remove the cancer. 
Over 15,000 were certified as having died from the 
disease in England and Wales in 1953 (Registrar-General 
1953). If the proportion resected throughout the country 
were the same as that at the Brompton and the Royal 
Marsden Hospitals, about 2700 resections would have 
been done in that year. The number that were indeed 
done is not known ; but it seems unlikely to have been 
as great as this. Only 1 in 6 of all the patients in this 
series survived two years from their first attendance at 
the hospital. The proportion throughout the whole 
country may well have been much less. 

If the tumour is not removed few patients live longer 
than two years from the first manifestation of the disease. 
Fewer still survive two years after diagnosis. In this 
series all but 7% died in the two years after first attend- 
ing the hospitals. The risk of dying as a result of resection 
is still of the order of 1 in 10. If the patient survives 
the operation the prognosis depends largely on the 
presence of metastases in the mediastinal nodes and 
the histological type of the tumour. The chance of 
surviving five years lies between 10 and 50%. Some 
of the factors that could influence survival—such as 
the degree of malignancy, the site of the tumour, and 
the patient’s sex and age—are uncontrollable; but the 
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duration of illness before operation can be reduced by 
early suspicion, diagnosis, and surgical consultation. 
In a series of 531 patients at the Brompton Hospital 
and the London Chest Hospital the two-year survival- 
rate of those who survived operation was 39% when 
symptoms had been present for six to eight months ; 
but 53% when resection was done within three months 
of the first manifestation of the disease (Bignall and 
Moon 1955). 

There is undoubtedly some avoidable delay in diagnosis 
at all stages. However, by the time a bronchial carcinoma 
causes symptoms obtrusive enough for the patient to 
seek advice the tumour has often spread beyond the 
lung. Even with the most efficient medical service and a 
population conditioned by propaganda to a delicate 
balance between hypochondriasis and ignorance, it 
seems unlikely that the proportion of those with eradi- 
cable tumours could be very greatly increased. Detection 
by mass radiography is also unlikely to increase it 
dramatically. Boucot and Sokoloff (1954) reported 
finding 77 lung cancers among 142,000 people radio- 
graphed in Philadelphia between 1947 and 1952. 
Resection was carried out in only 22 (29%); and the 
proportion resected was no higher in the 50 without 
obtrusive symptoms than in the 27 with such symptoms. 
Only 7 admitted to no symptoms at all. A lung cancer 
has in general to be well advanced before it produces 
radiographic shadows; and by that time it is often 
clinically manifest. 

It seems thatthe majority of patients with bronchial 
carcinoma will remain untreatable by surgery. It would 
therefore be worth inquiring whether more could not 
be done to relieve their suffering and ease the manner of 
their dying. 

Summary 


317 patients with bronchial carcinoma were seen 
at the Brompton Hospital and the Royal Marsden Hos- 
pital during 1951. Histological evidence was obtained 
in a little under two-thirds. 

A fifth had had symptoms or signs for less than two 
months; but half had had them for more than four 
months, and a tenth for more than a year. 

Almost a third had clinical or radiographic evidence 
of metastases when first examined. Even when the 
history was less than a month, 1 in 20 had metastases ; 
and the proportion rose to a half in those with five 
months’ history. 

Thoracotomy was precluded in 4 out of every 10 
because of intrathoracic or extrathoracic spread; and 
in a third because of the position of the growth, deficient 
respiratory function, gross wasting, refusal to be 
investigated, or incorrect diagnosis. 

~The chest was explored in a quarter, but in about a 
third of these the tumour could not be’ removed. 
Resection was possible in only 18% of the 317 patients. 

A little over a third received radiotherapy. 

A third survived a year from the first attendance and 
a sixth two years. A quarter were alive two years after 
the start of their illness ; 31 of these 77 patients had had 
the tumour removed. 

The manner of dying was recorded in 128 patients. 
Of 25 who died after resection, 10 (40%) had clinically 
manifest cerebral metastases, compared with 16 (16%) 
of 103 who had not had the tumour removed. 

I am indebted to the medical committees of the Brompton 
Hospital and the Royal Marsden Hospital for permission to 
publish this report, which records a small part of the work of 
the joint consultative clinic of the two hospitals. The keeping 
of records and tracing of patients was largely done by Mrs. I. 
Appleby, of the secretarial staff of the Institute of Diseases 
of the Chest. I am particularly grateful to the many general 
practitioners who have given me useful information and 
courteously replied to my frequent inquiries. 
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SEVERAL tests have been developed by which a phzo- 
chrome tumour can be diagnosed with certainty before 
operation. The main problem lies in knowing when to 
apply these tests, for the clinical manifestations vary 
considerably. Green (1946) has shown that only 30% 
of cases have the classic picture of intermittent paroxysms 
of hypertension first reported by Labbé et al. (1922) ; 
sustained hypertension is the more common finding. 

Smithwick et al. (1950) made a notable contribution by 
drawing attention to certain features commonly asso- 
ciated with hypertension due to pheochromocytoma 
but uncommon in essential hypertension: generalised 
sweating, vasomotor disturbances in the extremities, 
unexplained mild fever, increased basal metabolic rate, 
glycosuria, normal cold pressor test, and postural hypo- 
tension and tachycardia. 

A further clinical contribution towards suspecting 
pheochrome tumours was made by Glushien et al. 
(1953), who emphasised the not uncommon association 
of these tumours with the neurocutaneous syndromes, 
especially neurofibromatosis. In the following case a 
phzochromocytoma was suspected because of ‘‘ dizzy 
attacks’? and mild hypertension in a patient with 
generalised neurofibromatosis and was found to be 
present. 

Case-report 

A kitchen porter, aged 40, was seen in December, 1953, 
with eight years’ history of attacks of dizziness and headache. 
He had been discharged from the Army in 1945 with a medical 
category Al. Four months later, at a medical examination 
for re-enlistment, he was found to have hypertension. From 
about that time he began to have sudden attacks of headache 
lasting a few minutes and preceded by “ spots before his eyes.” 
No other symptoms accompanied the headaches, which 
appeared to be spontaneous and came on at irregular intervals. 
On a previous admission, in 1951, he had bilateral apical 
tuberculosis, generalised classical neurofibromatosis, and mild 
hypertension. After treatment the pulmonary tuberculosis 
became quiescent, and he remained well until July, 1953, 
when attacks of headache, previously mild and _ fleeting, 
became more severe and lasted longer. Each attack consisted 
in “ dizziness’ followed by a throbbing frontal headache. 
When he was seen on Dec. 14, 1953, his blood-pressure was 
170/120 mm. Hg. The association of hypertension and neuro- 
fibromatosis suggested that a phewochrome tumour might be 
responsible for his attacks of headache, and he was admitted 
for investigation. 

On examination he was thin and anxious, with classical 
neurofibromatosis. Finger-clubbing was present. Axillary 
hair was completely absent, but facial and pubic hair were 
normal, The thyroid gland was normal and the skin dry. 
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No peripheral vasomotor phenomena were observed. His 
pulse was regular, rate 68. No apex impulse was demon- 
strable ; sounds of good quality and pure. Blood-pressure 
160/100 mm. Hg. The optic fundi showed early hypertensive 
retinopathy. There were signs of fibrosis at the apex of the left 
lung. No mass was palpable in the abdomen. Nervous system, 
urine, and blood-count were normal. Fasting eosinophils 
381, 520, and 312 per c.mm. Blood-urea, plasma-electrolyte, 
and plasma-protein levels, normal. Blood-sugar curve and 
insulin sensitivity normal. No paroxysm developed during 
the latter test. Urinary 17-ketosteroids 15-1 and 10-4 mg. in 
24 hours. Basal metabolic rate (B.M.R.) +19% and +14%. 
Biopsy of a subcutaneous nodule revealed a neurofibroma. 

Radiological examination (Dr. A. Balfour Black and col- 
leagues).—Straight radiography of the abdomen showed a 
small area of calcification above and medial to the upper 
pole of the the left kidney. An intravenous pyelogram did not 
show any distortion or displacement of the kidneys. Aorto- 
graphy failed because of an electric-power fault. Radiography 
of the lumbodorsal spine showed kyphosis of the dorsal region, 
associated with some arthritic changes. No congenital 
abnormalities. 

Special tests for diagnosis.—In the histamine test a typical 
paroxysm of hypertension with associated features (fig. 1) 
was produced when 0-025 
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Urinary catechols (Engel 
and von Euler 1950): 
assay of urinary catechols collected on three separate occasions 
gave 450, 1100, and 1800 ug. in 24 hours, expressed as 
adrenaline. The percentage of noradrenaline in the second 
and third specimens was 89% and 99% respectively (Dr. G. B. 
West and Mr. J. J. Lewis). 

Operation (Mr. James P. Galloway).—Premedication con- 
sisted of ‘Omnopon’ gr. 4/, and hyoscine gr. */,59 subcutane- 
ously. In addition 20 mg. of intramuscular phentolamine 
was given to prevent the expected rise of blood-pressure during 
anesthesia and operation. Anzsthesia (Dr. O. Watt) was 
induced with 0-5 g. of thiopentone, and immediately thereafter 
10 mg. of intravenous phentolamine was given. Anesthesia 
was maintained with nitrous oxide and oxygen, supplemented 
by two doses each of pethidine (50 mg.) and d-tubocurarine 
chloride (15 mg. and 5 mg.). Since a plaque of calcification 
had been observed radiologically in relation to the upper pole 
of the left kidney, exploration by the left renal approach 
was undertaken. Applied to the medial side of the upper pole 
of the kidney was a hard mass as large as a walnut, with 
vessels running in to the lower pole. The tumour was excised 
with a small portion of the suprarenal gland spread over its 
superior aspect. Despite the administration of phentolamine 
two hypertensive phases came on during operation (fig. 2). 
When the tumour was excised, the pressure was 90/60 mm. Hg, 
and an intravenous drip was set up containing 4 mg. of 
noradrenaline per pint of saline solution. 

Postoperatively on the patient’s return to the ward the 
pressure had fallen to 60 mm. Hg systolic owing to a block in 
the drip; but, when this was corrected, the pressure rose 
promptly. The swinging blood-pressure in the immediate 
postoperative period was caused by variation in the speed of 
the infusion. Noradrenaline was continued for 30 hours after 
operation, a total of 16 mg. being given. 
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Convalescence was slow because of the reactivation of pul- 
monary tuberculosis. The attacks of headache ceased, and 
the blood-pressure remained steady at 120/80—-130/90 mm. 
Hg. 
Follow-up.—During the ten months since operation the 
patient has had occasional attacks of dizziness unaccompanied 
by headache. After investigation these were attributed to 
Méniére’s syndrome (Dr. E. A. M. Connal). The blood- 
pressure has varied between 140/100 and 165/120 mm. Hg. 
Three histamine tests done since operation have been negative. 
Bio-assay of urinary catechols (Dr. G. B. West) has given 
values of 89, 61, and 115g. in 24 hours on three occasions. The 
first and third of these values are above normal, and observa- 
tion is being continued to determine if another tumour is 
present. 

The tumour measured 4-50 3-50 2-75 cm., weighed 23 g., 
and had a dense fibrous capsule. The cut surface revealed 
solid fleshy-brown tissue mottled with grey and red. In the 
centre was a plaque of calcification. Histologically the tumour 
had the characteristics of a benign phzochromocytoma 
(Dr. J. Dick and Dr. H. Thomson). Bio-assay gave values of 
2-644 mg. of noradrenaline and 0-661 mg. of adrenaline per 
gramme of fresh tissue. The tumour thus contained about 
76 mg. of medullary amines, of which 80% was noradrenaline. 


Discussion 
ASSOCIATION WITH NEUROFIBROMATOSIS 


The association of chromaffin tumours with neuro- 
fibromatosis was first noted by Eisenberg and Wallerstein 
(1932), emphasised by Rosenthal and Willis (1936), and 
reviewed by Glushien et al. (1953), who collected 17 
published cases and added 1 of their own. Koonce et al. 
(1952) have reported 1 other case, and G. Shaw (personal 
communication) has investigated 1 case. 

Although the over-all incidence of neurofibromatosis in 
published cases of pheochrome tumours is 5%, there 
seems to be an increasing recognition of the association 
between these two conditions. Since 1948 11 cases in 
addition to the present 1 have been reported. Either 
persistent or paroxysmal hypertension in a patient with 
neurofibromatosis thus strongly indicates the necessity 
to search for a phzeochrome tumour. 

In the present case the diagnosis was amply confirmed 
before operation. A spontaneous paroxysm was observed 
in the ward and, although minor in type from the point 
of view of symptoms, was accompanied by a rise in blood- 
pressure to 220/140 mm. Hg. Considerable variation in 
blood-pressure (Labbé et al. 1922, Hamilton et al. 1953) 
was not observed, but some lability was demonstrable 
when four-hourly diurnal recordings were made. The 
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Fig. 2—Changes in blood-pressure during removal of 
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intravenous histamine test introduced by Roth and 
Kvale (1945) was dramatically positive (fig. 1), and more 
symptoms appeared during the induced paroxysm than 
in any spontaneous attack. The finding of an excessive 
amount of catechols in the urine (Engel and von Euler 
1950) made the diagnosis certain. But other investiga- 
tions which are often helpful (Smithwick et al. 1950) 
were not so in the present case. The glucose tolerance 
was normal; the B.M.R. was not significantly raised ; 
the fasting eosinophil-count was not low; there was no 
postural hypotension ; and the cold pressor test, often 
negative in cases of pheochrome tumour, was strongly 
positive. Compression of the flanks by various means 
did not produce a paroxysm. Thus, like the clinical 
picture, the results of the special investigations vary 
remarkably from case to case. 

Localisation of the tumour, when this is small, is 
notoriously difficult. The walnut-sized tumour in the 
present case did not distort the pyelogram, but calcifica- 
tion in the tumour revealed its site. Since Howard and 
Barker (1937) reported considerable calcification in the 
tumour of. their case, 9 others have been recorded in 
which flecks or plaques of calcification above one kidney 
have been of assistance in localisation. Cadman and 
Tinckler (1953) have reported 2 such cases. 

The site of the tumour in the present case was the left 
suprarenal gland. This is in keeping with the curious 
observation of Glushien et al. (1953) that when a phxo- 
chromocytoma occurs in association with a neurocutane- 
ous syndrome itis usually on the left side. Of the 21 


_ cases reviewed by them the tumour was in the left supra- 


renal gland in 16 (76%), in the right in 3 (14%), and in 
both glands in 2 (9%). In reviewing 283 cases of phxo- 
chromocytoma, without regard to their associated 
conditions, Symington and Goodall (1953) found the left 
suprarenal gland involved in 33%, the right in 48%, and 
both glands in 9%. Analysis of these two series of figures 
indicates that predilection of phwochrome tumours for 
the left suprarenal gland in cases of neurofibromatosis 
is not due to chance (p>0-01; <0-001). The reason for 
this is obscure. 
PHENTOLAMINE 

One of the problems in the management of pheochrome 
tumouys is the acute hypertension which may occur, 
especially during operation. The introduction of adreno- 
lytic agents to control such hypertension has been a 
major advance. The adrenolytic agent used by us was 
the imidazoline derivative, phentolamine (C.7337, rogi- 
tine), which appears to be more reliable and much less 
toxic than its predecessor benzodioxane (Emlet et al. 
1951, Gifford et al. °1952). The only mention of its use 
in this country is by Hamilton et al. (1953). 

We used phentolamine in the present case for three 
purposes : (1) to test its adrenolytic effect during a phase 
of hypertension ; (2) to determine if it would prevent 
the production of acute hypertension by histamine ; and 
(3) to lessen the hazards of aortography and operation. 


Effect on Hypertension 

Several American workers (Grimson et al. 1949, Emlet 
et al. 1951, Iseri et al. 1951a and b, Gifford et al. 1952) 
have shown the hypotensive effect of phentolamine in 
cases of phexochrome tumour. Emlet et al. (1951) and 
Gifford et al. (1952) have investigated its value as a 
diagnostic agent for pheochromocytoma in hypertensive 
patients, and their results indicate that it is safe and 
useful. In our patient a phase of spontaneous hyperten- 
sion was rarely observed; and, when we applied the 
test by Gifford’s technique of 5 mg. intravenously, the 
blood-pressure fell from 150/100 to 120/65 mm. Hg. This 
fall of 30/35 mm. Hg is not pathognomonic, for in the 
series of Gifford et al. (1952) falls of this order were often 
observed in patients with hypertension due to causes 
other than phxochromocytoma. Furthermore, these 
workers emphasise the increased likelihood of false 
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positive results in patients (1) with mild essential hyper- 
tension, (2) after sedation or during anesthesia, and 
(3) with renal insufficiency. 

In the preoperative management of patients with 
adrenaline-secreting tumours phentolamine has proved 
useful in controlling hypertension whether sustained or 
paroxysmal, 

Iseri et al. (195la and b) have reported successful use of 
oral phentolamine in 2 patients awaiting operation. 

Cahill (1953) and Gifford et al. (1952) report the abrupt 
termination of histamine-induced acute hypertension by 
giving intravenous phentolamine. 


But in the prevention of acute paroxysms of hyperten- 
sion induced intentionally phentolamine has sometimes 
failed. 

In the case reported by Iseri et al. (195ib) a paroxysm 
which would otherwise have been induced by massage of the 
tumour was prevented by a dose of 25 mg. given orally 15 
minutes beforehand, whereas on another occasion 2-5 mg. 
given intramuscularly to the patient (a child) was ineffective. 
Bixby and Troncelliti (1952) also record a failure of phentol- 
amine to prevent acute hypertension induced by exercise and 
by histamine. 


Effect on Histamine Test 

In our patient histamine consistently produced a 
paroxysm of constant pattern. The effect of premedica- 
tion with phentolamine on the histamine test was to 
reduce the symptoms substantially while diminishing 
only slightly the height and duration of the hypertension 
(compare figs. 1 and 3). It is obvious that the doses given 
(20 mg. intramuscularly 20 minutes and 10 mg. intra- 
muscularly 4 minutes before histamine) were too small 
to block completely the large and unknown amount of 
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reduction of symptoms is noteworthy. Although symp- 
tomless hypertension produced by histamine has been 
reported (Pantridge and Burrows 1951), in our patient 
all attacks not covered by an adrenolytic agent were 
characterised by distressing symptoms. From the work 
of Goldenberg et al. (1948) and others the symptom- 
producing amine is adrenaline, noradrenaline causing 
few symptoms or none. It thus seems that phentolamine 
to a large extent blocks the action of adrenaline and has 
much less effect on the strongly pressor amine noradren- 
aline. This is in keeping with the findings of Freis et al. 
(1951), who showed that, in a healthy man, phentolamine, 
though effective in reducing adrenaline-induced hyper- 
tension, only partially inhibited the pressor action of 
noradrenaline. 


Effect on Blood-pressure during Aortography and Operation 

In contrast to the partial blocking action of phentol- 
amine on the histamine paroxysm, the blood-pressure 
was completely controlled with phentolamine during 
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Fig. 4—Control of blood-pressure during and after aortography. 


aortography, which may be fraught with considerable 
danger in a patient with a pheochrome tumour (Koonce 
et al. 1952). This was achieved by giving 20 mg. intra- 
muscularly 20 minutes before anesthesia and 10 mg. 
intravenously immediately after induction with 0-5 g. 
of thiopentone. Anesthesia was maintained with 
nitrous oxide and oxygen. During the positioning of the 
patient and the manipulation of the needle the blood- 
pressure did not rise above 150/100 mm. Hg (fig. 4). 
That he had had a considerable release of sympathetic 
amines during aortography can be inferred from the 
hypotensive phase which followed the aortography and 
required noradrenaline for its correction. 

During the operation phentolamine was very effective 
in promptly abolishing hypertension when this came on 
(fig. 2). It was our object, however, to prevent hyper- 
tension, and in this we were only partly successful. 
Phentolamine 20 mg. given intramuscularly 20 minutes 
before anesthesia, and 10 mg. given intravenously 
immediately after induction, maintained normal blood- 
pressure levels for the first 30 minutes but could not 
prevent a major rise, which began with the injection of 
tubocurarine and continued during the positioning of 
the patient and the early stages of the operation. A 
hypertensive phase which appeared imminent after the 
second dose of tubocurarine was aborted by giving 
intravenous phentolamine 10 mg. But this was not 
effective in preventing, 15 minutes later, the rise in 
pressure which followed exposure and handling of the 
tumour. 

In retrospect it seems that the doses we gave our patient 
to prevent hypertension were not large enough and/or 
not given sufficiently near an expected phase of hyper- 
tension to be effective. Yet Cahill (1953) reports that a 
single intravenous dose of 5 mg. given early in the 
operation successfully controlled the blood-pressure until 
the tumour was removed 50 minutes later. Emlet et al. 
(1951) maintained normal blood-pressure for 2 hours 
after doses of 0-08—0-16 mg. per kg. (6-12 mg. for a man 
weighing 70 kg.) ; and in the patient of Iseri et al. (1951a) 
25 mg. orally and 3 mg. intramuscularly before operation 
kept the blood-pressure normal for 2%/, hours. On the 
other hand, Bixby and Troncelliti (1952) could not 
prevent a serious rise in blood-pressure during ether 
anesthesia by previous injection of phentolamine (dose 
not stated) and by continuous intravenous infusion of 
piperoxane. 

It is apparent that there is no standard dose of 
phentolamine. Although 5-10 mg. intravenously will 
immediately cut short a phase of hypertension, the dose 
required to prevent hypertension during operation varies 
from case to case. This is not surprising, for the amount 
of sympathetic amine liberated by a tumour will vary 
according to the ease with which it can be stimulated 
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by the enauthatie agentn weed ‘and wy the technical 
operative difficulties which may arise. We had the idea 
that useful information might be obtained on dosage of 
phentolamine from our attempts to block the histamine- 
induced paroxysm ; but tbe results, though interesting, 
were not helpful. Though histamine given intravenously 
is a potent stimulus of tumour secretion, its action is 
fleeting and poorly reflects the repeated and perhaps 
prolonged stimulation which can occur during surgical 
removal. 

The special dangers during operation are excessive 
hypertension, acute myocardial failure, and postoperative 
collapse. These are due to the large quantities of sympa- 
thetic amines released from the tumour, especially (1) 
early in anwsthesia, (2) during the positioning of the 
patient, and (3) during the exposure and handling of the 
tumour. To prevent the effects of these amines sufficient 
adrenolytic agent must already be occupying the receptor 
sites when they are liberated. Since phentolamine seems 
to be rapidly cleared, frequent doses may be necessary. 
For the prevention of hypertension during opera- 
tion we suggest: (1) administration of 20-30 mg. orally 
or intramuscularly 20 minutes before induction of 
anzsthesia—Grimson et al. (1951) recommend several 
doses to stabilise the blood-pressure before anzsthesia— 
and (2) 10-20 mg. intravenously (a) immediately before 
each of the above-mentioned stages of operation when 
excessive secretion of the medullary amines is expected, 
and (b) early on the rising slope of any threatened hyper- 
tensive phase. Since the amount of amine to be blocked 
at any time during operation is unknown, these doses 
may have to be modified for the individual case. Doses 
of phentolamine in excess of requirements seem to be 
harmless because rapid clearance of the drug soon allows 
normotensive levels to be reached. 

As regards anesthetic agents used in operations for 
removal of secreting medullary tumours, certain are 
contra-indicated—e.g., cyclopropane, chloroform, and 
ethyl chloride (Papper and Cahill 1952). These tend to 
produce ventricular arrhythmias in the presence of 
excess circulating adrenaline. Ether, which is a known 
stimulant of sympathetic function, has been used 
successfully by Papper, but Bixby and Troncelliti (1952 
consider it dangerous. Thiopentone with nitrous oxide 
and oxygen were used in the two anesthesias undergone 
by our patient. For removal of the tumour tubocurarine 
was also used, and we have the impression that both 
intravenous doses raised the blood-pressure. This muscle 
relaxant is known to liberate histamine (Alam et al. 
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Fig. 5—Effect of chlorpromazine on histamine-induced paroxysm of 
hypertension. The pain of the first injection of chlorpromazine 
induced a paroxysm (see text). 


tumours the small amount released by rapidly adminis- 
tered intravenous tubocurarine would produce few 
demonstrable effects, in those having such tumours it 
might readily release medullary hormones. Such patients 
respond to very small quantities of histamine; in our 
patient 25 ug. consistently provoked a severe paroxysm. 





CHLORPROMAZINE 

Courvoisier et al. (1953) reported that chlorpromazine 
possessed adrenolytic properties in the dog, the pressor 
effect of noradrenaline being reduced, and the hyper- 
tensive effect of adrenaline, given in the same dose as 
the noradrenaline, being abolished. In our patient we 
attempted to find out how effective chlorpromazine would 
be in abolishing the effects of a mixture of the sympa- 
thetic amines liberated from the tumour by histamine. 
Two doses of 25 mg. were given 45 minutes and 7 minutes 
before 0-025 mg. of histamine intravenously. The first 
injection of chlorpromazine, however, caused the patient 
some discomfort, and within 30 seconds he developed a 
typical distressing paroxysm of hypertension (fig. 5). 
The second dose, given with some trepidation, gave rise 
to no untoward symptoms. The height and duration of 
the blood-pressure rise provoked by histamine were 
almost as great as those found in previous tests without 
blocking agents. The symptoms, however, were almost 
abolished (fig. 5). Thus, like phentolamine, chlorpro- 
mazine possesses a greater blocking action against 
adrenaline compared with noradrenaline, confirming for 
man Courvoisier’s results in the dog. 


Summary 


A further case of pheochromocytoma associated with 
neurofibromatosis is reported. The provocative histamine 
test was positive, and the diagnosis was confirmed by 
assay of urinary catechols. A plaque of calcification in the 
tumour localised its site in the left suprarenal gland on 
radiography. 

Pre-treatment with phentolamine or with chiorpro- 
mazine strikingly reduced the symptoms of a histamine- 
induced paroxysm but influenced the acute hypertension 
only slightly. 

Phentolamine prevented hypertension during aorto- 
graphy but did not prevent two sharp rises of blood- 
pressure during operation. These reponded promptly to 
intravenous phentolamine. 


The principles governing the use of phentolamine 
during resection of the tumour are discussed. 


Tubocurarine given during operation seemed to initiate 
phases of hypertension. 


We are indebted to Dr. G. B. West, of the department of 
pharmacology in the University College, Dundee, and Mr. J. J. 
Lewis, of the department of pharmacology in the University 
of Glasgow, for assays of catechols in urine and tumour tissue ; 
and to Sister Rhoda Grant for her assistance during the investi- 
gations and postoperative management of the patient. The 
phentolamine (rogitine) was supplied by Ciba Ltd. through the 
courtesy of Mr. C. W. 8. Taylor, B.sc., A.R.1.C. 
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ISONIAZID IN THE TREATMENT OF 
PRIMARY PULMONARY TUBERCULOSIS 


R. McLaren Topp 
M.A., M.D. Camb., M.R.C.P., D.C.H. 
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LIVERPOOL ; CONSULTANT PADIATRICIAN, ALDER HEY 
CHILDREN’S HOSPITAL, LIVERPOOL 


ISONIAZID was first used for treating pulmonary tuber- 
culosis in adults in October, 1951, at the Sea View Hos- 
pital, New York (Robitzek et al. 1952) ; and subsequently 
it has been used for various tuberculous conditions both 
in adults and in children. It has usually been given with 
streptomycin, but it has sometimes been used alone— 
e.g., by Kendig et al. (1954), who gave it to patients 
between 6 months and 5 years old with primary pulmo- 
nary tuberculosis. They thought that it favourably 
influenced the course of the disease, but their conclusions 
were reached after treating only 8 patients and without 
studying a coneurrent series of cases not receiving 
specific chemotherapy. 

The present investigation was undertaken to assess 
more critically the value of isoniazid in primary tubercu- 
losis in children. 

Plan of Investigation 


The children were first seen in the eighteen months 
between January, 1952, and June, 1953, in the outpatient 
department of Alder Hey Children’s Hospital. Many of 
them had been referred by the chest physicians and 
tuberculosis officers of the area. 

50 children were studied, and alternate patients in 
each of three age-groups were given isoniazid, the 
remainder receiving no specific chemotherapy (table 1). 
The results of tuberculin tests and chest radiography on 


TABLE I—AGE-INCIDENCE OF 50 PATIENTS WITH PRIMARY 
TUBERCULOSIS 
Age (yr.) Treated ( Controls 
Less _ than 3 | 8 | 9 
6 8 9 
7-13 s 8 
Total 24 26 


admission to the investigation, and the history of con- 
tacts, are recorded in table 1. From the history of 
contact and of such clinical features as erythema nodosum 
it was possible in most cases to assess the approximate 
duration of the tuberculosis. Table m1 shows that 43 
of the 50 children had had tuberculosis for three months 
or less on admission to the investigation. 4 children were 
admitted to hospital as inpatients because the adult 
who was the source of infection had not been removed to 
sanatorium; but the other children were treated as 
outpatients 

The routine therapy for all patients consisted in rest 
in bed for four to eight weeks, followed by a gradual 
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return to full activity ; they also received a diet adequate 
in calories, proteins, and vitamins. The treated children 
received isoniazid 3 mg. per lb. body-weight per day, 
divided into three doses a day, for three months. The 
outpatients were seen monthly during the first three 
months and every three months subsequently. At each 
attendance they were examined clinically, their weight 
and height were recorded, and their chests were radio- 
graphed. In view of previous experience of a similar 
trial with p-aminosalicylic acid (Todd 1953) white-cell 
counts and erythrocyte-sedimentation rates were not 
estimated. dijon 

The patients’ progress was assessed in three main 
ways: (1) by their vitality and appetite and the results 


-DIAGNOSTIC FEATURES IN 50 PATIENTS WITH 
PRIMARY TUBERCULOSIS 


TABLE II 


— Treated | Controls 


Tuberculin test : 
Mantoux 1 in 10,000 1 2 
~ lin 1,000 22 15 
Jelly ‘ én 1 9 
Radiography : 
Focus in right upper lobe 4) 5) 
‘ middle ,, 4 \ 3t 
lower | 4/15 8 { 21 
Right hilar gland . ey 3 5 J 
Focus in left upper ‘lobe ; =" 4 2 
aa ke oo | 2>9 275 
Left hilar gland 3 1 f 
Known contact |} 47 21 








of clinical examination ; (2) by records of changes of 
body-weight ; and (3) by radiological evidence. Of the 
50 children 46 were observed for twelve months, and some 
for nearly three years. 

Clinical examination did not reveal any abnormalities, 
but the beneficial effect of isoniazid on appetite was 
noticed by the parents in almost every treated case. 

Body-weight on admission was compared with standard 
weights (Stuart and Stevenson 1950) to ascertain 
whether the treated and the controls were comparable. 
Table iv shows that the initial weights of treated and 
controls were similar. The changes in body-weight for 
each of. the age and treatment groups were expressed 
as percentage increases in weight after periods of 
observation of one, two, three, six, nine, and twelve 
months (table v). The results show no difference 
in weight gain between the treated and the controls in 


TABLE III—-ESTIMATED AGE OF PRIMARY COMPLEX 





Age (mos.) _Tre ate a Controls 
1 9) 9) 
2 9 $20 9 +23 
3 2) | 5} 
4 2 0 
5 1 1 
Uncertain 1 | 2 


infants under 3 years of age, but in the two other age- 
groups the increase in weight was greater in the treated 
than in the controls. The rate of weight gain in the two 
groups was compared statistically by the t test. In the 
children under 3 years of age and in those over 6 years 
of age there was no significant difference, but in the 
children aged 3—6 years there was a significant difference : 
those receiving isoniazid gained weight more rapidly than 
the controls. 

Radiographs taken after three, six, and twelve months 
were compared with those taken at the first visit and the 
results recorded in table v1. Increase in the X-ray shadow 
is indicated by +1, +2, or +3; an unchanged shadow 
by 0, and decrease in the shadow by —1, —2, or -3 (com- 
plete resolution). There may be difficulty in interpreting 
the significance of the radiological shadows seen in 
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TABLE IV—-COMPARISON OF BODY-WEIGHTS ON ADMISSION 





ORIGINAL 











Age (yr.) | Percentile distribution| Treated | Controls 
Less than 3 .. 25th percentile | 2 2 
50th 9 | 4 5 
30 pe. 2 
3-6 —=tgt om bie 25th 9 8 7 
50th se ss 1 
a 1 
7-13 a .. | 25th ‘e 6 5 
| 50th o0 1 2 
75th 9 1 1 
Total .. y | | 24 26 








primary tuberculosis. In some cases a definite diagnosis 
of segmental collapse can be made, and confirmed by 
bronchoscopy, as in 2 of our patients, but in other cases 
it is impossible to distinguish consolidation from collapse. 
In most of our cases we took the view that the radiological 
shadow was due to enlarged mediastinal glands with an 
adjacent primary focus. After three months the shadow 
tended to clear earlier in the treated patients: 14 of the 
24 patients showed radiological improvement compared 
with only 8 of the 26 controls. Statistical analysis, how- 
ever, does not show that this difference is significant. 
After six months and after twelve months there were no 
differences between the treated and the controls. 

The period which elapsed between the onset of the 
primary complex and the radiographic appearance of 
calcification in the hilar glands or at the site of the 
primary focus was also compared in the treated and 
the controls. This assessment was made after the patients 
had been observed for at least seventeen months, and 


TABLE V—PERCENTAGE WEIGHT GAIN ABOVE INITIAL 
WEIGHT 














ve | Atl At 2 | At 3 | At6 | At 9 | At 12 
Age (yr.) month mos. mos. | mos. | mos. mos. 

Less than 3: 
Treated : 3-4 | OF | sha 16-7 | 25-6 
Controls .. 0-9 5-2 77 6| 6S 18-2 | 25:7 

3-6: 
Treated 2-5 3-9 65 | 66 13-7 | 22-2 
Controls .. | 0-0 0-4 2-7 52 | 61 | 10-1 

| | | 

7-13: 

Treated .. | 3-1 4-7 | Tl 10-5 | 125 16-1 
Controls .. 19 | §98 | 44 | 72 |) #101 | 12-2 





some for thirty months, and it was found that calcification 
was present in 14 of 20 treated patients and in 17 of 26 
controls. The average interval between primary complex 
and calcification in both groups was seventeen months 
(maximum twenty-eight, minimum ten months). 

Complications encountered were few. 2 treated 
patients, aged 6 years and 7 years, showed radiological 
evidence of rupture ,of a caseous gland into a bronchus 
about six months after their first visit as outpatients. 
The diagnosis was confirmed by bronchoscopy, the 
caseous material was removed, and both patients made 
an uninterrupted recovery. 

One of the controls, aged 16 weeks when first seen, the 
youngest patient observed in this investigation, developed 
tuberculosis of the left hip eighteen months after his first 
visit, although the primary pulmonary lesion had healed 
by calcification. 

There were no deaths. 

Discussion 

The beneficial results of chemotherapy with strepto- 
mycin, p-aminosalicylic acid, and isoniazid, and the 
introduction of other measures, are reflected’ in the 
decrease of the crude death-rates from all forms of 
tuberculosis from 552 per million people in 1947 to 202 
per million in 1953. Many of the patients who have 
survived did so in spite of the fact that they had the more 
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serious tuberculous conditions, such as miliary tubercu- 
losis, tuberculous meningitis, and advanced pulmonary 
tuberculosis. 

It might be thought that specific treatment at the 
earliest stage of tuberculosis (primary complex) would 
be more effective than after the development of compli- 
cations, but this has not been the general experience of 
pediatricians and others who have given either strepto- 
mycin or p-aminosalicylic acid to children with primary 
tuberculosis. 

Lorber (1950) found no beneficial effect of streptomycin in 
children with a primary tuberculous complex. 

Todd (1953) found no benefit from p-aminosalicylic acid in 
35 children with primary pulmonary tuberculosis compared 
with 34 controls. In a further small controlled series of 12 
children under the age of 3 years, with uncomplicated primary 
pulmonary tuberculosis, combined therapy with streptomycin 
and p-aminosalicylic acid did not have any demonstrable 
effect (Todd, unpublished). 

TABLE VI—-RADIOLOGICAL CHANGES 


























Degree After 3 mos. After 6 mos. | After 12 mos. 
oO a ae " So apenas 

change ) | | 

| Treated | Controls| Treated | controis| Treated | Controle 

+3 eS 1 0 ey 0 0 
+2 Ri9 0 2 1 0 0 
+1 1 | 4 — 2 0 0 
0 | . 4 12 1 a 2 2 
-1 12 9 7 14 | 1 4 
-2 2 0 9 : || = 18 
-3 0 0 yy o- 4 2 

Total 24 26 21 26 20 | 26 








The prognosis of primary tuberculosis in children 
varies with their age and with the age of the primary 
complex (Wallgren 1945). In children over the age of 
3 years serious complications are uncommon, but if they 
do arise this usually happens within three months of the 
development of the primary tuberculous complex. These 
facts should be taken into account in any assessment of 
the possible beneficial effects of specific drug therapy. 
In the present series 43 of the 50 children were first seen 
within three months of the development of the primary 
lesion. Isoniazid seemed to have a beneficial effect on 
the patients’ general health judged by improved appetite 
and by the gain in weight observed in the children aged 
3-6 years and those aged more than 6 years, although in 
the latter the gain in weight was not statistically signifi- 
cant. There also appeared to be improvement in the 
radiographic appearances of the treated patients when 
compared with the controls three months after the start 
of treatment, but this difference also was not statistically 
significant. Although the ultimate prognosis, judged 
on clinical grounds and on the appearance of calcification, 
was similar in the two groups, we formed the impression 
that isoniazid therapy was more often associated with 
decrease in size of the primary lesion during the first 
three months of the illness, and this is at a time when the 
danger of developing serious complications is greatest. 
A larger series of patients will have to be studied to find 
out if this impression is correct. 

The possible harmful effects of isoniazid should also 
be considered. Side-effects, such as vertigo, headache, 
drowsiness, twitching of the lower limbs, hyperreflexia, 
dryness of the mouth, agranulocytosis, and sulphemo- 
globinemia, have been reported, but they were not 
observed in this series. Bacterial resistance to isoniazid 
is a serious complication that develops during treatment 
of adults with phthisis. The Medical Research Council 
(1953) found resistance in 9% of 181 positive cultures 
after a month’s treatment, in 49% of 147 positive cultures 
after two months’ treatment, and in 64% of 132 positive 
cultures after three months’ treatment with isoniazid. 
Similar results have been obtained in other investiga- 
tions, in which either streptomycin alone or p-amino- 
salicylic acid alone was given to adults with phthisis-. 
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This has not been our general experience with chemo- 
therapy of tuberculous children, but we have observed 
streptomycin resistance in 3 of 55 patients with tuber- 
culous meningitis (Capon and Todd 1949) and in 1 of 8 
patients with tuberculous bronchopneumonia (Todd 
1949). Sweetnam and Murphy (1954) discussed the 
possible emergence of resistant strains of tubercle bacilli 
in children with miliary tuberculosis ‘treated with iso- 
niazid alone. They considered that, because of the 
relatively small amount of fibrous-tissue reaction, there 
was no barrier to the action of isoniazid, and that the 
development of drug resistance was therefore only a very 
remote possibility. In the present investigation no 
attempt was made to isolate tubercle bacilli from gastric 
washings and to estimate the sensitivity to isoniazid, 
because the patients were living at home ; but, from the 
satisfactory progress they made, it is unlikely that they 
suffered harmful effects from this form of chemotherapy. 


Summary 

Isoniazid, 3 mg. per Ib. body-weight per day, was 
given to alternate patients, in a series of 50 children with 
primary pulmonary tuberculosis, for three months. 

The children receiving isoniazid gave a better clinical 
response than did the controls, particularly as regards 
appetite. The gain in body-weight of children aged 3-6 
years was significantly greater in the treated than in the 
controls. X-ray shadows also tended to clear earlier in 
the treated than in the controls. The clinical and radio- 
logical condition after from one to three years did not 
differ in the treated and the controls. 

The risk of the development of drug resistance is 
discussed. 

A larger series of patients will have to be studied to 
find out whether isoniazid is of value in the treatment of 
primary pulmonary tuberculosis. 

[ wish to thank Prof. Norman B. Capon for his help and 
advice; and Mr. R. L. Plackett, m.a., of the department of 
applied mathematics in the University of Liverpool, for help 
with the statistics. 
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SucceEssFUL ligation of a patent ductus arteriosus was 
first described by Gross and Hubbard in 1939, and since 
then this operation has become a commonplace of cardiac 
surgical practice. If the condition is left untreated the 
expectation of life is much reduced, owing to the risk of 
infective endarteritis and of endocarditis, and of cardiac 
failure from the increased work done by the heart as a 
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Fig. |\—Radiograph of chest, Aug. 3, 1954. 


result of the shunt. The operative mortality is as low 
as 2-3% (Gross 1947, Crafoord 1948), but Wood (1950) 
advises against operating routinely on mild symptom- 
free cases. 





Surgical resection of lung tissue for tuberculosis has 
been practised from time to time since the first report by 
Tuffier in 1891; but both the immediate operative 
mortality and the subsequent morbidity from broncho- 
pleural fistula remained extremely high until the advent 
of chemotherapy. 


Conklin et al. (1951) reported favourably on the 
practice of combining thoracoplasty and resection in a 
single operation; they used this technique when the 
presence of disease in the opposite lung, or in any remain- 
ing lung on the operated side, made it advisable to prevent 
over-expansion of the residual lung tissue, with its 
attendant risk of reactivation. In this hospital the 
combination of resection and thoracoplasty in one 
operation has been standard practice in suitable cases for 
the past year. 

We have been tnable to find any reported instance of a 
patient undergoing pneumonectomy, thoracoplasty, and 
ligation of a patent ductus arteriosus at a single operation, 
as in the case described here. 


Case-report 

A housewife, aged 35, with four children was found to have 
early pulmonary tuberculosis in 1943, when radiography of 
her chest showed limited infiltration in both upper zones. At 
this time she was told that there was “‘a murmur in her 
heart.’’ After a short period of general treatment in a 
sanatorium she was kept under observation as an outpatient ; 
and she remained quite well until 1952, when she became ill 
with severe anemia and persistent slight pyrexia. On 
admission to hospital at that time she had typical signs of 
patent ductus arteriosus, and the spleen was palpable ; blood- 
cultures on three occasions showed a heavy growth of «-hz#mo- 
lytic streptococci. The infective endarteritis was treated with 
penicillin 250,000 units three-hourly and streptomycin 0-5 g. 
twice daily, for six weeks; her symptoms were completely 
relieved, the fever settled, and subsequent blood-cultures were 
negative. She was then referred to another hospital, where 
ligation of the ductus was considered but not proceeded with. 
Radiography of her chest at this time showed no evidence of 
reactivation of tuberculous disease, and she returned to full 
household duties. She remained well until early 1954, when 
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Fig. 2—Radiograph of chest fifteen days after operation. 


she developed a productive cough, felt very unwell, and 
lost weight. She was first seen by one of us in May, 
1954. 

On examination her general condition was poor. There 
was a continuous murmur, together with a systolic thrill, in 
the second left intercostal space; the blood-pressure was 
100/30 mm. Hg. There was no finger-clubbing. Radio- 
graphy showed considerable spread of the tuberculous disease 
in the loft upper lobe, where there was a large homogeneous 
oval opacity—evidently a blocked cavity—and there were 
scattered, though limited, fresh opacities in the right upper 
zone. The heart was not greatly enlarged, but screening in the 
left anterior oblique position revealed some prominence of the 
left ventricle. The sputum was positive for tubercle bacilli 
for the first time. 


On admission to High Carley Hospital on Aug. 2 her general 
condition had greatly deteriorated; she was feverish and 
extremely ill, and radiographic examination (fig. 1) showed that 
the contents of the lesion in the left upper zone had been 
evacuated, leaving a large thick-walled cavity; there was 
extensive bronchogenic spread of disease to the left lower 
zone, mainly to the lingula. 


Treatment with postural rest and chemotherapy (strepto- 
mycin 1 g. daily and isoniazid 250 mg. daily) was begun, and 
after two months there was very striking improvement in her 
general condition. Radiography showed blocking of the large 
cavity in the left upper lobe, some slight contraction of the 
massive spread in the left lower zone, and almost complete 
disappearance of the small lesions in the right lung. Broncho- 
scopy revealed no sign of significant endobronchitis ; blood- 
cultures were repeatedly negative. 

At this stage—no doubt because of her considerable 
symptomatic improvement and numerous domestic anxieties— 
the patient became very restless and it seemed unlikely that 
she would accept long-continued hospital treatment. We 
had therefore to consider immediate definitive treatment, for 
her condition was clearly still precarious. The risk of circu- 
latory failure following pneumonectomy in the presence of a 
patent ductus with increased pulse-pressure was unquestion- 
ably grave. We therefore decided to do a thoracotomy, 
to ligate the ductus, and (if the patient’s condition was still 
satisfactory) to proceed there and then to resect the diseased 
lung-tissue. We calculated that the risk of bronchogenic 
dissemination of disease following thoracotomy would be 
considerable unless the tuberculous lesions could be dealt with 
at the same time. 

Operation (Nov. 1).—The dissection of the ductus was 
complicated by the presence of many adherent glands ; the 
vessel, the wall of which was not unduly thickened, was 
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ligated with two floss-silk ligatures. The radiographic finding 
of disease limited largely to the upper lobe was confirmed by 
palpation ; dissection of the hilum was extremely difficult 
owing to the presence of many glands adhering to the pul- 
monary artery and its main branches; and in freeing one of 
these glands the main pulmonary artery was damaged and 
could not be repaired. It was consequently necessary to 
proceed to pneumonectomy, instead of to lobectomy as 
intended. On completion of the pneumonectomy the patient's 
general condition remained satisfactory, and so the upper 
four ribs were removed to minimise the likelihood of subsequent 
mediastinal displacement. 

Progress.—The postoperative course was singularly unevent- 
ful; within a few days the patient’s general condition had 
greatly improved and all signs of toxemia had disappeared ; 
the blood-pressure became established at 120/60 mm. Hg, 
and the continuous murmur was replaced by a short 
low-pitched mid-systolic pulmonary bruit. The radio- 
graphic appearance fifteen days after operation is shown 
in fig. 2. 

At the time of publication, the patient remains in excellent 
health, has no cough or sputum, and does not complain of 
dyspnoea on ordinary exertion. She is up all day and will 
be discharged home in the next few weeks. 


Summary 

A woman, aged 35, with extensive pulmonary tubercu- 
losis and patent ductus arteriosus, previously complicated 
by infective endarteritis, was successfully treated by 
combined ligation of the ductus, pneumonectomy, and 
thoracoplasty at a single operation. 

Our thanks are due to Dr. C. P. Brown, whose skill in 
anesthesia made this operation possible, and to Dr. A. P. B. 
Waind, for information about the patient when she was 
under his care in 1952 for the treatment of infective 
endarteritis. 
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NEW SHORT-ACTING THIOBARBITURATE 
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ANZZSTHETIC REGISTRAR, CHASE FARM HOSPITAL AND THE 
ENFIELD GROUP OF HOSPITALS, MIDDLESEX 


In anesthesia for outpatients both hexobarbitone and 

sodium thiopentone have the great disadvantage that 
semnolence may persist after the operation. 
m) Weese and Koss (1954) and Dietman (1954) have 
described experimental and clinical experience with 
‘ Baytenal,’ a new very short-acting anzsthetic, which is 
apparently eliminated from the body so rapidly that its 
administration is followed by little, if any, postoperative 
somnolence. 

This drug is sodium 5,5-allyl-(2-methyl-propy])-thio- 
barbiturate. It is issued as a powder, which is readily 
soluble in water and is administered as a 10% solution, 
which, according to the manufacturers, is stable for 
thirty-six hours. It is not at present on sale in this 
country. 

Weese and Koss (1954) Based their observations on 
350 cases. 

Their series included inpatients many of whom were ill 
and debilitated ; these were given premedication, but mor- 
phine and its derivatives were avoided. Outpatients were 
given no premedication and all types of surgical operation 
lasting up to 10 minutes were undertaken. In the average 
adult they injected 2-3 ml. of the 10% solution quite rapidly, 
and after about 1'/, minutes a further quantity, depending 
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TABLE I—FINDINGS WITH BAYTENAL IN FIVE INPATIENTS 




















| Time after 
ey | Dose of | Duration of — hg 
ase | Age | Sex Operation Premedication baytenal | unconscious- Nausea or vomiting 
no. | (yr.) (g.) | ness (min.) patient sat 
. , unaided 
| | (min.) 
1 28 F | Removal products of incom- | Omnopon gr. '/;, scopola- 0-5 16'/, 30 Momentary retching 
| plete abortion mine gr. */is0 on recovery 
2 54 F | Sigmoidoscopy and biopsy | Omnopon gr. '/;, scopola- 0-5 14 40 Slight retching on 
| rectal neoplasm j mine gr. "/ise awakening 
3 46 | M | Perianal injection ‘ Procto- | Omnopon gr. '/;, scopola- | 0-45 6 16 il 
| caine ’ mine gr. "/ise | | 
4 28 M | Incision ischiorectal abscess | Nil |} 1-0 7 { 11 Nil 
17 | M Manipulation of left knee Omnopon gr. "/;, scopola- , 0-6 4 27 Nil 
| mine gr. "/ise 








on the depth of narcosis or duration of operation. In no case 
did the total dose exceed 1 g. Where muscular relaxation 
was needed succinylcholine was administered. 


Weese and Koss emphasise that, because the freedom 
from subsequent excitement, the slight respiratory 
depression, and, above all, the very rapid elimination of 
this drug, the patients needed no supervision after 
operation ; there was no vomiting or other complication. 
Outpatients were able to leave the operating-theatre 
within a few minutes of the end of the operation, and to 
go home in 20-30 minutes. 


Clinical Trial 


A clinical trial of baytenal has been undertaken at 
Chase Farm Hospital. Because little of the drug was 
available the series included only eleven patients. Their 
ages ranged from 17 to 62; and, in order to obtain an 
unobscured picture of the effects of the baytenal, cases 
were selected to exclude so far as possible those where the 
addition of long-acting relaxants, inhalational agents, or 
other intravenous drugs would be necessary. 

The inpatients, with one exception, received premedica- 
tion with ‘Omnopon’ gr. '/,; and scopolamine gr. 1/;55. 
The outpatients received no premedication, with the 
exception of one who was given atropine gr. "/,99. 
Baytenal was given mostly in a single dose, -injected as 
rapidly as possible. The dose was estimated on the basis 
of the patient’s age, weight, and general condition and 
the probable duration of the operation. During anzs- 
thesia some patients breathed air, while others received 
a nitrous-oxide/oxygen mixture at the rate of 5 and 2 
litres per minute respectively either immediately following 
the injection or after several minutes where return of 
consciousness seemed likely before the end of the opera- 
tion. Particular attention was directed to the duration 
of unconsciousness, judged by the time taken by the 
patients to register complete awareness of surroundings 
in response to questioning. The degree of respiratory 
depression, the time which elapsed before the patients 
were able to sit or walk unaided, and the presence or 
absence of excitement, amnesia, and nausea or vomiting 
were noted. 

The results are summarised in tables 1 and I. 


Experimental Observation 


The drug was administered experimentally to a volunteer 


(P. N.). 


TABLE Ii—FINDINGS WITH BAYTENAL IN SIX OUTPATIENTS 


Case | Age 
no. | (yr.) 


Sex Operation Premedication 


The blood-pressure was recorded and spirometry tracings 
were taken by two observers. No premedication was given ; 
the spirometer facepiece was applied, and time given to 
become accustomed to the apparatus. 

Baytenal 0-6 g. was given slowly over a period of 1'/, 
minutes. Rapid loss of consciousness occurred, preceded by a 
brief sensation of drowsiness ; no taste was experienced. The 
blood-pressure fell from 138/90 to 120/80 mm. Hg and the 
pulse-rate rose from 72 per minute to 120 per minute. Very 
slight depression of respiratory amplitude was registered on the 
spirometer, but respiratory rate was unchanged. After a 
further 1'/, minutes baytenal 0-4 g. was injected as quickly 
as possible. This injection was followed by a slight fall in both 
rate and volume of respiration, which returned to normal 
within 2 minutes. 2 minutes after this second injection a 
painful stimulus (digital pressure over the brachial plexus) 
caused increased depth and rate of respiration. 

6 minutes after the initial injection the subject regained 
consciousness. He had no mental confusion whatever and 
was able to answer questions regarding time and place ; 
there was no retrograde amnesia. After a further 6 minutes 
he was able to walk in a straight line, and within 22 minutes 
from the first injection was able to write an account of sub- 
jective sensations. The return to full consciousness was rapid. 
Slight euphoria persisted for about 2 hours; but this in no 
way impaired the sense of wakefulness, nor the ability to 
drive a car and carry on with normal work within that period. 
This contrasted strongly with the 3-4 hours of pronounced 
somnolence experienced by the subject after 0-2 g. of sodium 
thiopentone a week previously. 


Discussion 


The most striking feature in this series was the very 
short time in which patients regained normal conscious- 
ness with freedom from postanesthetic confusion or 
drowsiness. Equally important was the very short 
interval between recovery of consciousness and return 
of ability to sit, stand, and walk unaided. During 
anxsthesia respiratory depression was very slight, and 
in no case (except where succinylcholine was used) did 
apnea of more than a few seconds’ duration appear. 
Retching occurred in only three cases, and lasted for 
about 1/,-1 minute; two of these three patients had 
received omnopon gr. #/; and scopolamine gr. 1/59 as 
premedication. In five cases a normal meal was taken 
within 2 hours after the anesthetic. It would seem that, 
if the ‘“* single-dose ’’ technique is used, at least 0-5 g. 
should be given to an adult patient. 

Baytenal may prove of special value for casualty or 
outpatient cases where it is particularly desired to avoid 











| | i 
| | Time after | 
| Dose of | Duration of | initial injection | 
| 











Reduction of Colles fracture | Nil 


7 | 61 | M Incision septic thumb Atropine gr. "/:06 
8 | 28) F Incision breast abs: ess Nil 
9 | 55 I | Manipulation of knee Nil 
10 | 25 | F | Manipulation of ankle Nil 
11 | 62 | M | Manipulation of knee Nil 





baytenal unconscious-| until patient | Nausea or vomiting 
(g ness (min.) | sat unaided | 
(min.) ! 
0-4 5 | 10 | Nil 
0-75 | 9/, 13 Nil 
1-0 15 28 | Sl. moment. retching 
| 0-25 | ? Immediate | Nil 
0-5 } 2"/5 3"/s Nil 
| 0-45 4 7 Nil 
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the unpleasantness of induction with an inhalation 
anesthetic, but where it is also important that the 
patient is ambulant within a very short time. Because of 
its rapid elimination it may be worth trying its adminis- 
tration by continuous drip infusion for longer operations. 
The contra-indications to sodium thiopentone should be 
applied equally to baytenal, though this drug causes less 
severe respiratory depression and may thus be more 
suitable for ‘* poor risk ’’ cases. 


Summary 

A new short-acting thiobarbiturate, ‘ Baytenal’ has 
been tested in eleven patients and in a healthy volunteer. 

This drug depresses respiration very slightly. 

It may prove particularly useful for anesthesia in 
outpatients because of the rapid return of consciousness 
and the absence of postanssthetic somnolence and 
confusion. 


My thanks are due to Dr. P. W. 8. Gray and Dr. D. Zuck, 
consultant anesthetists to Chase Farm Hospital, for their help 
and encouragement in the preparation of this paper. I am 
also grateful to Messrs. Bayer, of Leverkusen, Germany, for 
a supply of Baytenal. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Induced Hypothermia 


THE anesthetics section met on April 1, under the 
chairmanship of Dr. BERNARD JOHNSON, president of the 
section, to discuss Induced Hypothermia. 


Dr. C. F. Scurr observed that tissue anoxia due to 
circulatory arrest, unless rapidly relieved, led to cellular 
death ; but if the body-temperature was lowered cellular 
metabolism and oxygen demands were reduced, so the 
cells survived the anoxia for longer periods. A hypo- 
thermic technique might be valuable for intracardiac 
operations, for transposition of the great vessels, for 
operations for congenital cyanotic heart-disease, for 
certain intracranial operations, and for some abdominal 
and thoracic operations such as excision of an aortic 
aneurysm. There were five advantages to be gained. 
First, the oxygen requirements of the tissues were 
reduced, since if shivering was prevented oxygen con- 
sumption fell in a linear fashion with fall of body-tem- 
perature. Secondly, cardiac work was reduced. Thirdly, 
the coagulation-time of the blood was increased, which 
might be beneficial in certain types of cardiovascular 
surgery where thrombosis was a potential danger. 
Fourthly, anesthetic requirements were reduced. Fifthly, 
harmful bacterial and enzyme activity was suspended. 
Dr. Scurr noted several disadvantages which necessitated 
special care on the part of the anesthetist, such as a 
tendency towards carbon-dioxide retention, a shift to 
the left in the oxyhemoglobin dissociation curve, and a 
retardation in the elimination of non-volatile anesthetic 
agents. Moreover, the heart-rate, cardiac output, and 
blood-pressure were all decreased, with a tendency to 
cardiac irregularities at levels around 25°C. Such irregu- 
larities presaged ventricular fibrillation; and, because 
of this, continuous electrocardiographic control was, in 
Dr. Seurr’s opinion, essential. Sinus bradycardia with 
normal complexes had usually been seen in his cases. 
During rewarming ‘“‘ after-cooling’’ might occur owing 
to the opening up of the peripheral circulation with the 
transfer of very cold blood to the main circulation. A 
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further fall in the central temperature from this cause 
might lead to ventricular fibrillation and death. 

Dr. Seurr described how he induced hypothermia in 
small children under light anesthesia and oxygen, 
perhaps with a muscle relaxant to prevent shivering. 
He used a cooling blanket through which circulated 
water at 2-4°C, 

Dr. T. C. Gray (Liverpool) described the results of 
induced hypothermia in 110 patients, almost all adults. 
He advocated surface-cooling and demonstrated the 
technique with a colour film. Hypothermia was induced 
during light anesthesia, with a muscle relaxant, and 
under the vasodilator effect of chlorpromazine. There 
was no shivering, and an adequate temperature fall 
could be obtained in one and a half hours. The tendency 
towards an “‘ after-drop’’ in temperature when active 
cooling ceased could be prevented by tilting the patient 
at fifteen-minute intervals, to prevent local accumulation 
of blood. Dr. Gray showed that this ‘‘ after-drop ’’ was 
most common in patients with a large surface-area whose 
temperature fell slowly during cooling. He thought that 
this technique was altogether more satisfactory than 
intravenous administration of a mixture of chlorpro- 
mazine, promethazine hydrochloride, and pethidine 
followed by surface-cooling, which was slow in effect and 
often complicated by shivering. 

He and his colleagues had used induced hypothermia 
for intrathoracic, neurosurgical, and general surgical 
operations. Hypothermia had also been produced thera- 
peutically, but without conspicuous success. In neuro- 
surgery its particular value seemed to be the increased 
safety with which induced hypotension could be used for 
long periods with the patient in the upright position, 
while in general surgery a low temperature seemed to 
offer some protection against the effects of surgical 
trauma ; this was most obvious in poor-risk patients. 
In the whole series of 110 cases there were 13 deaths. 
These were very poor-risk patients ; but 3 of the deaths 
among patients submitted to neurosurgical operations 
were from pulmonary embolus, and Dr. Gray thought 
there might be some significance in this. 

Attempts to measure the pituitary-adrenal responses 
of patients to surgical stress with and without induced 
hypothermia had not yet shown much difference, but 
from experimental work on dogs Dr. Gray thought there 
was evidence that these responses were modified to the 
ultimate benefit of the animal. 

In the discussion that followed, Dr. J. W. DuNnDEE 

(Liverpool) remarked on the particular value of induced 
hypothermia for neurosurgical cases. In one case he 
described the surgeon had clamped the middle cerebral 
artery for seven and a half minutes without postoperative 
sequelx. 
* Dr. B. G. B. Lucas remarked on the difference between 
the tolerance of the brain and of the heart for ischemia 
during induced hypothermia. The heart was more sus- 
ceptible under these conditions than the brain—a reversal 
of the order at normal temperature—which suggested 
that the future of very deep hypothermia might lie in 
methods of reducing heart work. 

Mr. C. E. Drew suggested that hypothermia was of 
great value for operations on congenitally cyanotic 
children, particularly when it was not possible to tell 
preoperatively what surgical procedure might be neces- 
sary. The antithrombotic effect was probably of value 
when an anastomosis was performed. 

Dr. G. J. Rees (Liverpool) doubted whether hypo- 
thermia was ever of value for the Blalock shunt operation. 
He remembered anesthetising a child with congenital 
heart-disease and cyanotic coma—a very severe case— 
with a successful outcome. He considered that if this was 
possible with a standard anesthetic technique, then 
it was unnecessary to submit the child to further 
risks. 
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Reviews of Books 





Brain Mechanisms and Consciousness 
A Symposium organised by the Council for International 
Organisations of Medical Sciences. Consulting Editors : 
Epear D. Aprian, United Kingdom; FREDERIC BREMER, 
Belgium; Hersperr H. Jasper, Canada. Editor for 


the Council: J. F. DELAFRESNAYE. Oxford: Blackwell 
Scientific Publications. 1954. Pp. 556. 42s. 
THE members of this symposium met to discuss 
eighteen papers which they had already circulated 
among themselves. These papers, with condensed 


verbatim reports of the ensuing discussions, form the 
substance of this book. 

The matter falls into three categories. First, experi- 
mentalists describe the rousing effect of thalamic stimulation 
on the massed electrical activity of the cerebral cortex in 
various animals, and trace impulse-traffic in cortex and 
reticular formation with micro-electrodes. Second, clinicians 
show that consciousness in man is disturbed by ‘molesting 
centrencephalic tissue, and investigate the psychical corre- 
lates of abnormal electro-encephalograms which parallel those 
artificially induced in animal brains. Third come some 
broader-based psychobiological essays which come really 
closest to the purpose of the symposium. 


Nerve impulses reach the cerebral cortex from the 
receptors along topographically organised channels. An 
unsolved problem, as Lord Adrian points out, is the 
nature and site of the blocking process that has to be 
invoked to explain how, of all signals thus reaching the 


cortex, some are attended to and some are not. The 
main afferent pathways are distinguished, in con- 
contemporary theory, from ‘ non-specific ’’ reticulo- 


cortical projections which diffusely activate the cortex. 
Our scientific heirs may not agree with the notion that 
these so-called non-specific projections constitute a single 
system, and may smile on the mid-twentieth-century 
tendency to view the reticular formation as a single 
anatomical and functional entity. 

Full publication of such proceedings is necessary for 
the specialist, but makes for an unwieldy book. The 
report might have been more acceptable if it had taken 
the form of a précis devised by a single writer; but 
truncation of the massively intelligent essays of Fessard, 
Hebb, and Lashley would be unforgivable. This 
account leaves a strong impression that the study of 
consciousness is still a proper province for psychological 


and philosophical investigators; and that the neural 
complexity already revealed by the physiologists 
“an provide as many neural models as may be 


required, without enforcing the claims of any one of 
them. 


Diagnostic cytologique du cancer génital chez la femme 


Boura, professeur a l'Université Libre de 
Bruxelles ; CLAUDE GoMmPEL, assistant a l'Institut Jules 
Bordet, Centre des Tumeurs de l'Université Libre de 
Bruxelles ; JEAN-PauL PUNDEL, agrégé de |l’Enseigne- 


RAYMOND 


ment Supérieur. Liége: Desoer. Paris: Masson. 1954. 
Pp. 348. Fr. 4800. 

Clinical Cytology 
Using the May-Griinwald-Giemsa Stained Smear. Vols. 1 


and u. P. Lopes Carpozo, M.D., consulting physician 
and lecturer in hematology and cytology, Universities of 
Leyden and Amsterdam. Leyden: L, Stafleu. 1954. 
Pp. 128 and 191. 72.50 guilders, 

INTEREST in cytological methods of tumour diagnosis 
is spreading on the Continent. Partly because Papani- 
colaou’s work, which was the first to gain wide recognition 
for cytological methods, was in this field, and partly 
perhaps because it is more susceptible to mass-production 
methods than any other, vaginal cytology has nearly 
always occupied a prominent place in studies on cyto- 
logical tumour diagnosis, and the first of these two books 
is concerned solely with this technique. The views 
expressed, backed by an experience of 15,000 examina- 
tions, are unspectacular but sound. The illustrations 


have an unusual lithograph-like quality which in these 
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days of ever-glossier reproduction is grateful to the eye 
and seems to involve no loss of detail. 

Dr. Cardozo’s book is more unusual. He _ holds 
hematology to be the first branch of diagnostic cytology, 
and claims the whole subject as a legitimate extension 
of the methods of hematology. His use of hematological 
techniques in staining cells is characteristic. 

He deals with skeletal lesions—using especially a “‘ precise- 
location’ puncture of localised ‘lesions, often under the 
fluoroscope—cervical lymphadenopathies, thyroid tumours, 
lung tumours, both by sputum and by direct puncture, and 
pleural and ascitic fluids. A chapter on diagnosis of prostatic 
carcinoma, using cytological examination of material expressed 
by prostatic massage, is contributed by Dr. J. Posthuma: if a 
claim for 96% of positive smears in prostatic cancer proves 
justified this may prove a most valuable new method. 


Dr. Cardozo is an enthusiast, and sometimes a little 
less than fair to other methods of diagnosis; but he has 
written a readable book, valuable especially for its 
unconventional approach to a subject often treated on 
rather narrow lines. The translation is just imperfect 
enough to retain a flavour of the original language without 
losing anything in sense, and the coloured photo- 
micrographs (in a separate volume) are excellent. 
Only the price is likely to detract from a deserved 
popularity. 


Dental and Oral X-Ray Diagnosis 


A. C. W. HvTcCHINSON, D.D.S., M.D.S., F.D.S., F.R.S.E., 
professor of dental surgery, University of Edinburgh. 
Edinburgh and London: E. & 8. Livingstone. 1954. 
Pp. 524. 75s. 

THE 29 chapters of this book range from development 
and normal anatomy through dental pathology to general 
diseases of bone. Professor Hutchinson is not a radio- 
logist, and this has its disadvantages and perhaps its 
advantages. 

The reproduction of the intra-oral radiographs among the 
many illustrations of wide range is good. Unfortunately the 
extra-oral views are rarely of the same standard, for most of 
them are too dark. X-ray films are notoriously difficult to 
reproduce, as many authors sadly discover, but it is a pity that 
the high standard of reproduction of the dental films has not 
been maintained in those of the skull and jaw. All oblique 
lateral radiographs of the mandible and temporomandibular 
joint have been printed as if viewed from the tube side—that 
is, through the patient—while intra-orals (quite correctly) 
are presented as viewed outside the mouth. Thus the same 
teeth in the two groups appear to belong to opposite sides 
and this is confusing. The anatomy is well presented, and 
pathology is extensively and, in most instances, well discussed. 
Description of the radiographic appearances is more meagre. 
There is a full bibliography after each chapter. 


Apart from some minor errors this is a valuable book, 
notably for its collection of radiographs. Professor 
Hutchinson offers his readers sound advice, based on wide 
experience, on the value and limitations of radiographic 
evidence. 


Nerve Blocks 


A Manual of Regional Anesthesia for Practitioners of 
Medicine. JOHN ADRIANI, M.D., director, department of 
anesthesiology, Charity Hospital of Louisiana. Springfield, 
Ill.: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1954. Pp. 265. 47s. 6d. 


Dr. Adriani is well known and respected as a writer 
of several lucid and factual works on anzsthetic subjects, 
and this volume on local analgesia is an admirable 
addition to his series. It is not complete, nor is it intended 
to be; but it does give a very clear and helpful account 
of the principal techniques, including those of spinal and 
epidural analgesia. Although in this country general 
anzsthesia is usually preferred to any form of local, these 
procedures still have many valuable uses, not only in 
surgery but in therapeutics. 





Connective Tissues.—The Josiah Macy, jun., Foundation, 
New York, has published the transactions of the conference on 
this subject held in February, 1954. The editor is Dr. Charles 
Ragan. (1954. Pp. 222. $4.25.) 
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Chlorpromazine is now being increasingly adopted in «general 
practice for the management of the elderly sick or infirm patient. 
Published reports reveal that in the elderly, good results have 
been obtained in: 


1 Control of motor excitement and anxiety without clouding 
of consciousness or dulling of intellect 


2 Control of progressively painful conditions such as inoperable 
cancer, either when given alone or concurrently with simple 
analgesics 


3 Control of nausea and vomiting, and hiccoughing 
4 Anaesthetic care of the poor-risk patient. 


Detailed information on ‘Largactil’ is available and will gladly 
be supplied on request. 








SUPPLIES : Two strengths of tablets—10 mgm. 
and 25 mgm. Syrup containing 25 mgm. per 
3-6 c.c. (approx. | teaspoonful). Solutions for 
injection—0-5% in 5 c.c. ampoules; 2°5% in 
1 c.c. and 2 c.c. ampoules. 


Largactil 


CHLORPROMAZINE 
HYDROCHLORIDE 





MAY & BAKER LTD 





MA2642 


DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM ~~ ESSEX 
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What the eye doiide ae. 


Invisible airborne pollens bring very real discomfort to sufferers 
from hay-fever who, particularly at this time of year, turn to you 
— their physician —for relief. 

BENADRYL* one of the most powerful of all antihistamines, has 
proved consistently effective in checking this widespread allergy. 
It provides prompt positive relief for the vast majority of sufferers. 


BENADRYL a successful antihistamine 


*Trade Mark 
Capsules (25 or 50 mg.) in bottles of 50 and 500 Elixir in bottles of 4 & 16 fl. ozs. 


“eee PARKE, DAVIS & COMPANY, LIMITED (inc. U.S.A.) HOUNSLOW, MIDDLESEX. Tel: Hounslow = 
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Scoliosis 

CURVATURE of the spine may manifest itself at 
almost any time during the period of growth, and 
particularly in early adolescence. There are many 
known causes; but the zxtiology of the ordinary, or 
“* idiopathic,” scoliosis is quite unknown. The ancients 
have little to say on the subject, and even ANDRY 
(who coined the word “ orthopedics ’’) is for once at 
a loss. Later workers have tended to accept the views 
so well expressed by Royat Wuirman.' Lateral 
curvature was regarded as one of the penalties of the 
erect posture. The predisposing conditions were 
general weakness from any cause, fatigue from over- 
work, and all factors that might enhance the difficulty 
of holding the trunk erect under the pressure of the 
superincumbent weight. Both heredity and occupa- 
tion were thought to be exciting factors; and even 


habitual posture—for example, slouching at a school 


desk of the wrong height, and the posture during 
sleep—was incriminated. Later, psychological factors 
were taken into account. BLUNDELL BanKarT used 
to tell his students: ‘‘ you recognise the presence of 
a scoliosis by looking at a child’s back, but if you 
want to find the cause you look at the mother’s face.” 
And the boring teacher, rather than ill-designed school 
furniture, was blamed for slouching. 

This approach has led nowhere. It is only during 
the past few years that serious attempts have been 
made to solve the problem. Nacuias and BoRDEN ? 
produced curvature in dogs by preventing growth on 
one side of the vertebral bodies where the epiphyses 
were bridged with staples. SOMERVILLE,® on the basis 
of experimental evidence, described a chain of events 
leading to scoliosis which was initiated by structural 
lordosis arising from failure of growth of the posterior 
elements of a segment of the spine (i.e., all those 
parts of the vertebre lying behind the bodies). 
Farkas,‘ after a detailed anatomical, pathological 
and radiographic study, has advanced a somewhat 
different view. He destribes different processes for 
the thoracic and lumbar regions. Thoracic curves start, 
he believes, in the cervicothoracic segment during 
the first four years of life, and several years may pass 
before the middle and lower thoracic regions are 
involved. He believes that the basic pathological 
process consists in separation of the epiphyseal ring 
from the rest of the vertebral body and its partial 
displacement. Moreover, he thinks that this separation 
is preceded by an infantile form of osteoporosis of 
the spine. Lumbar scoliosis he attributes to con- 
genital anomalies in the articular system of this region 
which permit rotation of the vertebra. Perhaps the 
views of both SoMERV ILLE and of Farkas will prove 





A Tre ative on Orthope dic Surgery. P hilade Iphia, 
2. Nachias, I. W., Borden, z N. 
See Lancet, 1951, ii, 43 
3. Somerville, E. J et Jt Sure 
4. Farkas, A. Ibid, 1954, 36A, 617. 


1. Whitman, R. 
19 
Surg. Gynec. Obstet. 1950, 92, 672 


. 1952, 34B, 421. 
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to be souidily 0 Staats it is most unlikely that 
all “idiopathic ” scolioses have a single cause ; but 
much has yet to be learnt before either view can 
be accepted. 

The treatment of structural scoliosis is singularly 
difficult, because the bones of the vertebre are 
abnormal in shape. Ideally the deformity would be 
prevented from occurring at all, but this is hardly 
feasible until more is known of the etiology. 
Deformity in the adult cannot be corrected ; the shape 
of the fully grown bone can be changed only by 
carpentry, which so far has proved impracticable. 
Attention has therefore been directed chiefly to pre- 
venting increase in deformity after this has been 
recognised, and to influencing the forces acting on 
the developing bones in such a way as to modify 
their shape during growth. It can hardly be said 
that scoliosis was treated at all, until a generation 
ago when the great pioneers of orthopedic surgery 
attacked: the disorder with corrective plaster casts, 
spinal braces, and gymnastics. They succeeded, by 
close attention to detail, by dogged perseverance, and 
above all by displaying such enthusiasm as secured 
the willing codperation of the patient, in giving many 
a potential victim the semblance of an erect posture. 
But no cure was possible, no scoliotic could be made 
straight, and the most that could result from years 
of conscientious work by surgeon, physiotherapist, 
and patient was a balanced and reasonably supple 
body. Today little more than this is possible, and 
modern methods are no more than refinements of the 
old. The plaster cast applied during extension has 
been replaced by the hinged cast associated with the 
name of Risser ; the brace has been greatly improved, 
notably by Biount, of Milwaukee ; and any correc- 
tion gained can now be held by fusing long lengths 
of the spine. A few brave surgeons have strayed 
from the well-trod paths. The latest of these are 
ALLAN,°® of Birmingham, who has inserted into the 
spin¢ an apparatus with an internal turnbuckle which 
spans the concavity of the curve and forces the ends 
apart; and Roar,® of Liverpool, who in specially 
selected cases has excised a wedge from the vertebral 
bodies at the apex of the curve. Such operations 
are still on trial. 

It is difficult to compare the results of the later 
methods with those of the earlier, because only in the 
past few years has it been possible to assess the 
prognosis in an individual patient. In the past many 
underwent years of energetic treatment, including 
spinal fusion, even though the curve was of a type 
unlikely to progress; and the results were corres- 
pondingly favourable. Now, thanks to the work of 
Ponsett and FRIEDMAN,’ JAMEs,® and several others, 
it is possible to foretell at an early stage, and with 
reasonable accuracy, which curves are likely to develop 
to a crippling degree. Modern reports of the results 
of treatment refer only to the curves likely to become 
severe—about 5°%, of all—for these are the only ones 
that are now subjected to energetic treatment, whereas 
the older surgeons included scoliosis of every pattern 
and grade. The best that can be achieved with a 
very severe curve is to reduce the angle by perhaps 
50° and restore, or greatly improve, the balance of 
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the trunk. The patient (more often a girl) thus reverts 
to a condition in which, when fully clothed, she is 
not obviously deformed and can face the world with 
greater equanimity. The price she pays for this is 
a long stay in hospital, with immobilisation in a 
grotesque position and perhaps several major opera- 
tions ; and ‘her back may still become painful later 
in life. 

What of the lesser thoracic curves that are treated 
only by remedial exercises designed to keep the body 
supple, and of the lumbar curves that often pass 
unrecognised for many years? These are not so 
unsightly as to be an embarrassment during youth, 
but only too often they give rise to crippling pain 
in later life. They are very much commoner, and 
they present an even greater challenge to the surgeon, 
than the more severe deformities. Here there has 
been no real advance in a thousand years: we can 
neither prevent them from starting nor influence their 
course. We are unlikely to do so until as much effort 
is directed to wxtiology as is now devoted to the 
mechanics of treatment. 


Infection Before Birth 


INTRA-UTERINE infection as a cause of perinatal 
mortality has not attracted the attention it deserves. 
Forty years ago SLEmons ' indicated that placental 
bacteremia was an important cause of foetal death 
late in labour, and Browne? subsequently drew 
attention to the occurrence of intra-uterine pneu- 
monia. Yet relatively few detailed pathological and 
bacteriological studies of this condition have been 
described. Dovetas and STaANDER*® showed that 
blood. cultures from infants stillborn after prolonged 
labour associated with intrapartum infection were 
usually positive, and in over half of this group the 
placenta showed histological evidence of acute infec- 
tion. Lasate ‘* demonstrated pathological evidence 
of pneumonia in 8°%, of 868 consecutive necropsies 
of stillborn or neonatal infants. CoRNER and his 
associates > stated that asphyxia was the most 
important pathological finding in 79°% of 53 stillbirths 
and neonatal deaths associated with prolonged 
labour. Of their whole series of 1233 perinatal deaths 
82 (6-6°) were found at necropsy to be due to infec- 
tion; the commonest cause was pneumonia, which 
was often associated with prolonged labour and 
evidence of “ chorioamniotitis.’””’ Smppat * demon- 
strated inflammatory changes in the placenta, amnion, 
chorion, and umbilical cord. 

It seems that many newborn who develop pneu- 
monia in the first week of life have been infected 
in utero. AHVENAINEN’ found a surprisingly high 
incidence (63°) of pneumonia in 674 necropsies of 
live-born infants in the Children’s Clinic, University 
of Helsinki; in 15°, pneumonia was judged to be the 
sole cause of death. Half of these children died in the 
first week of life, but surprisingly there was no con- 
vincing statistical evidence that the incidence of 
pneumonia was higher after complicated than after 
uncomplicated labours; nor was there a_ close 
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correlation with neonatal asphyxia. Bianco * empha- 
sised the importance of early diagnosis of infection in 
the newborn. The time interval, anoxia, microbial 
virulence, and prematurity may all influence the 
relationship between maternal and fcetal infection ; 
symptoms of maternal infection and the course 
of labour are not reliable guides to the state 
of the fcetus. In his opinion ascending infection 
never involves the fetus in the absence of 
amniotic inflammation. He detects such inflamma- 
tion by placing on a slide a shred of amnion 
from near the large placental vessels with its placental 
surface downwards, and staining this as with a smear. 
Examination of endotracheal or gastric fluid aspirated 
from the infant gives immediate proof of contamination. 

Other workers, seeking to combat infection promptly, 
have made out a case for the prophylactic adminis- 
tration of antibiotics to the mother when labour is 
prolonged, particularly when the membranes have 
been ruptured for some hours. CHARLES ® has des- 
cribed interesting work on the placental transmission 
of antibiotics. Wotrz and his associates }° " reported 
in 1945 that penicillin crossed the placental barrier 
as early as the tenth week of pregnancy ; and penicillin 
given late in labour was detected in the foetal blood in 
concentrations of from a quarter to a half that in the 
maternal blood. 1% Clinical experience, notably in 
the treatment of syphilis,'* supported these laboratory 
findings ; and subsequently the passage of strepto- 
mycin, chloramphenicol, and aureomycin through the 
placenta was reported. Ross et al.!51* pointed to 
the need for maintaining a high maternal blood-level 
of antibiotic to ensure transference to the foetus. 
CHARLES now concludes that penicillin, streptomycin, 
chloramphenicol, aureomycin, and tetracycline are all 
transferred from the maternal to the foetal organism 
in therapeutic concentrations. Of these substances 
all except penicillin enter the liquor amnii only in 
negligible amounts. Penicillin is retained in the liquor 
amnii, where its level remains high even after the 
maternal serum level has greatly fallen. This is 
difficult to explain since all these substances are of 
similar molecular weight and apparently the water, 
sodium, and possibly other constituents of the amniotic 
fluid are rapidly exchanged with the maternal 
serum.'7!8 CHARLES suggests that the amniotic 
membrane absorbs penicillin selectively. 

EasTMAN }* states that in the management of 
uterine inertia “ because of the threat of intrapartum 
infection whenever the mefnbranes rupture prema- 
turely it is customary to administer penicillin and 
sulphadiazine in cases in which the membranes have 
been ruptured 12 hours or more.” In this country 
such a practice is perhaps less usual ; for the emergence 
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of resistant strains of staphylococci has tempered 
enthusiasm for large-scale prophylactic administration 
of antibiotics. Bowre*® points to the increasing 
importance of staphylococci in genital-tract infections. 
It is highly desirable that we should know what 
potential pathogens exist in the genital tract 
before embarking on the 2ministration of anti- 
biotics ; and when labour is prolonged the practice, 
followed by CuHarRLEs, of plating high-vaginal 
swabs within twenty-four hours of rupture of. the 
membranes seems sensible. It is generally agreed 
that administration of antibiotics is not indicated in 
the “latent interval’ between spontaneous rupture 
of the membranes and the onset of labour. Eastman *! 
remarks that in his series intensive antibiotic therapy 
throughout this latent period neither prevented 
intrapartum infection nor affected perinatal mortality. 


Systemic Lupus Erythematosus 


Tue diagnosis of systemic lupus erythematosus 
has become so fashionable that physicians can be 
forgiven for thinking that it is a newly distinguished 
condition. But this is not so: sixty years ago 
Sir Wi114M OsLER * described almost all aspects 
of the varied clinical picture that we now recognise. 
Harvey et al.?° have lately reviewed this disorder at 
length and have described 138 cases seen at Johns 
Hopkins Hospital, Baltimore. 

In systemic lupus erythematosus skin lesions may 
(as OSLER recognised) be absent, or they may consist 
of the well-known “ butterfly ” erythema on the face 
or a discoid lesion ; and the course varies from acute and 
short to chronic and lasting many years. HaRvEY and 
his colleagues agree with ARNOLD ** and HasEricK,?° 
who use the term “ systemic lupus erythematosus ” 
for the generalised form of the disease, and the terms 
“‘discoid”’ and “disseminate” only for the skin 
lesions. They suggest that the clinical picture varies 
so much that it is useless to classify the disorder into 
distinct types. Like others they found that most of 
their patients (78°) were females; 80°, were aged 
10-40 years. In no less than 55 out of 105 cases that 
were carefully analysed allergic manifestations, such 
as urticaria or hay-fever, or sensitivity to various 
drugs, were recorded ; but in only 20 of these cases did 
such manifestations appear before systemic lupus was 
diagnosed. Harvey et al. list twenty-four diagnoses 
made by various physicians in the early stages ; 
they fall roughly into the groups “ pyrexia of unknown 
origin,’ rheumatic diseases, blood diseases, skin 
diseases, diseases of the central nervous system, and 
*‘ functional illness.”” In the 105 cases that were 
analysed the initial manifestations were related most 
commonly to joints; 34 were diagnosed as “ acute 
migratory polyarthritis’’ and 16 had arthralgia. 
Fever was the leading sign in 24 patients, and some 
sort of erythematous skin lesion in 21; fatigue and 
weakness were the main complaints in 18, weight 
loss in 7; other initial symptoms were much less 
common. As might be expected, in the course of the 
disease most patients showed weight loss, skin lesions, 
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and joint disorders; and 65 had some abnormality 
of the urine. What is more surprising is that 78 patients 
had a hemoglobin level below 11 g. per 100 ml. 
and 26 had thrombocytopenia; 56 patients had 
pleurisy, 16 with effusion; as many as 45 had peri- 
carditis. Enlargement of lymph-glands was detected 
in 58 patients; this was generalised in 34. Spleno- 
megaly was found in only 15, but the liver was enlarged 
in 32. Analysis of skin lesions showed that a ‘* butter- 
fly ’ rash had been present in 39, mucosal lesions in 14, 
and a purpuric rash in 9. In 27 patients a “ typical 
rheumatoid arthritis with deformity ” was recorded. 
The thrombocytopenia of systemic lupus erythema- 
tosus may be indistinguishable from the “ idiopathic ” 
form, and a full increase in platelets may follow 
splenectomy ; nor does the microscopic appearance 
of the spleen given any guidance. The platelet- 
count remains high until the patient ultimately 
dies from the other effects of systemic lupus. In 
the Johns Hopkins series a useful clue, in 6 cases, 
was that discoid lesions preceded the purpura, but 
in others there was no preliminary sign. It is no 
wonder that Harvey and his colleagues say that “ the 
disease may appear with a confusing array of mani- 
festations resulting from multisystem involvement 
in which it is difficult to detect any obvious continuity. 
Joint and, with somewhat lesser frequency, muco- 


. cutaneous manifestations are commonly present in 


episodic fashion and are helpful in pointing towards 
the correct diagnosis.” 


With so complex a clinical picture, it is not surprising 
that physicians turn to the laboratory for help in 
diagnosis. The “ L.£. cell phenomenon,” originally 
described by Hareraves and his co-workers in 
1948, is the basis of the most useful test for confirming 
the diagnosis.** The phenomenon.is now known to be 
due to a plasma factor associated with the gamma- 
globulin fraction. With proper technique it can be 
detected using only the patient’s own blood ; no bone- 
marrow or normal polymorphs are needed. Harvey 
et al. use heparinised blood from the patient and 
examine the buffy coat. They think that other 
techniques, especially those using clotted blood, 
are more liable to give false-positive results. They 
obtained positive .results in 82 out of 96 patients 
known to have systemic lupus erythematosus whose 
blood was examined; and in a group of over 700 
patients with clinically similar skin, joint, blood, and 
other symptoms, due to various other diseases, there 
were no positives at all. Another laboratory test that 
has been helpful is examination of the plasma-proteins. 
Of the 105 Johns Hopkins patients, 58°/, had serum- 
globulin levels of over 3 g. per 100 ml., and values 
in excess of 4 g. per 100 ml. were not unusual. In 
half the patients albumin amounted to less than 
3-5 g. per 100 ml., and in some it was lower than 
2 g. per 100 ml. The plasma-fibrinogen level was 
found to be increased in every case where it was tested. 
Electrophoresis also showed high fibrinogen and high 
gamma-globulin levels. Other plasma-protein tests 
have given results that are too variable to be useful. 
Biopsy of lymph-nodes, skin, and muscle, though it 
has been widely practised, seldom yields a patho- 
gnomonic picture. Thus in Harvey’s group of patients 
lymph-node biopsy was inconclusive in 11 and positive 
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in only 2; of 19 skin biopsies 12 were positive ; and 
out of 12 muscle biopsies only 1 was positive. 

No fewer than 34 of the patients who had not been 
treated with hormones had remissions lasting at least 
a year ; in most of these patients the remissions lasted 
one to four years, but some were free of signs of 
active disease for ten years or more. 12 patients had 
more than one remission in the course of their illness. 
Commonly the remissions affected only some aspects 
of the disease, and complete relief with return to full 
activity over a period of years was unusual. Adminis- 
tration of corticotrophin or cortisone is now the 
treatment of choice. 62 of HARvEy’s patients were 
treated in this way. After this treatment was dis- 
continued the disease remained quiescent or mildly 
active in 26%; in a further 18% quiescence 
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persisted with maintenance treatment; in 16% 
the disease continued to progress. 18 patients (29°) 
died, 9 of them during treatment. Harvey and his 
co-workers point out that corticotrophin and cortisone 
are not specific remedies, and they agree with SorrerR 
and BapER?’ that the best that can be expected is 
that some patients will be maintained in remission for 
some time. The difficulty in treating systemic lupus 
with cortisone or corticotrophin is that cardio- 
vascular complications often develop ; this happened 
in about half of the patients treated, but Harvey 
et al. point out that these complications can be 
controlled and do not regard them as a contra- 
indication to continued administration. 
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TRAINING THE NURSE 


IN nursing, experiments are in the air—some of them, 
perhaps, too much in the air. Several of those suggested 
by the Scottish Standing Nursing and Midwifery 
Committee,! however, seem well worth trying. After 
the publication, in 1953, of the Nuffield job analysis 
of the work of nurses in hospital wards,? the standing 
committee appointed subcommittees to examine that 
report in detail and make recommendations. This 
report is based on their findings. Among other things 
the standing committee suggest an experiment in two- 
year training, and another in a three-year comprehensive 
training. The two-year course, they say, might be 
tried for five years to assess its value. The student 
nurses should, if possible, live in a building, separate 
from the hospital, where they should receive their 
theoretical teaching and develop their corporate life—a 
sort of college, in fact. From this they would go out to 
appropriate hospitals in the neighbourhood, for their 
ward training. The students would be carefully selected, 
of good secondary-school standard in education, and not 
younger than 18'/,. The annual intake would not be 
more than 30, and the teaching staff would include not 
fewer than 3 sister-tutors and 2 “ clinical instructors ’’°— 
a new grade of teacher, having the status of ward-sister 
but with some training in teaching, who would give them 
their ward instruction. We have always believed that a 
two-year training course would be possible for nurses, 
provided they were given proper student status—as 
in this experiment they would be. The committee 
foresee that the curriculum might cover a wide range of 
subjects, including medical, surgical, gynecological, 
psychiatric, pediatric, ophthalmic, dermatological, and 
obstetric nursing, communicable diseases (including 
tuberculosis), operating-theatre and ear-nose-and-throat 
work, experience of outpatient work, and domiciliary 
visiting. The whole course would be designed to link the 
theory and practice of nursing in a logical manner—an 
experiment which we should dearly like to see tried. 

The committee have also considered the possibility of a 
three-year course, to be conducted in a hospital or group 
of hospitals already training nurses. The student nurses 
would gain experience in general nursing and also, for 
short periods, in special fields including mental disorder, 
infectious diseases and tuberculosis, sick children, and 
public health. The committee say that student nurses 
on this course would need ‘“‘to be given student 
status to a greater degree than is given to student nurses 
now.” but they clearly do not contemplate giving them 
the full student status suggested for those taking the 
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two-year course. The chief advantage of this plan seems 
to be that it would bring the student into touch with 
aspects of nursing which at present she may never 
encounter in general training. It is disappointing, how- 
ever, that the committee have not included, among 
these, geriatric nursing or the care of the chronic sick. 

Another important recommendation is that the team 
method should be tried—the patients in each ward being 
divided into groups of about a dozen, and each group 
being assigned to the care of a small team of nurses. A 
team would normally consist of a staff nurse, a nurse in 
training, and a nursing auxiliary; and these between 
them would attend to all the needs of the patients in their 
care. Such group assignment of patients has often been 
advocated, and some experiments have already been 
made : by now reports on them should be available. The 
system has many advantages—the chief one being that 
the nurse comes to think in terms of “ patients,’’ instead 
of “‘ rounds ”’ of this or that type of duty. It also has its 
weaknesses, one being that off-duty times and other 
interruptions oblige all the nurses in the ward to look 
after all the patients some of the time, instead of some 
of the nurses looking after some of the patients all of the 
time. The committee have sought to overcome this 
difficulty by providing a relief team to take over each 
group of patients in turn, so that all the members of a 
team are off duty together ; but they admit that this calls 
for a fairly lavish supply of nurses. They recommend 
that special funds should be found for an experiment 
on these lines. 

Their proposal for the creation of a new grade—that of 
‘*elinical instructor”’ already mentioned—perhaps deserves 
rather cautious consideration. They argue that ward- 
sisters have not much spare time, and that most of them 
have had no training in teaching. They therefore suggest 
that a nurse who has spent two or three years as a staff 
nurse and has taken a course—of about six weeks—in 
teaching should be able to instruct students in several 
wards in nursing techniques. Two people may reason- 
ably object to this suggestion: the ward-sister, who 
might not welcome the entry of another woman of equal 
status into her domain, even though her rights and 
responsibilities (as the committee insist) would be 
amply protected; and the sister-tutor, who is fully 
qualified to give clinical instruction but seldom allowed 
to put her nose inside the wards. A more welcome 
appointment would surely be that of a coérdinator of 
studies, whose main task might well be to reconcile ward- 
sisters to the thought of a ward round conducted by a 
sister-tutor. In any case, clinical teaching should surely 
be given by a senior person—whether ward-sister or sister- 
tutor—rather than by a nurse still considering whether 
or not to take a higher qualification. What the ward- 
sister needs is time, and what the sister-tutor needs is 
access : surely these could be provided without the intro- 
duction of a new grade of teacher who might affront both. 
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IL.N.N. 


Ir is no easy task to find suitable “ official’? names 
for new drugs. The W.H.O. Expert Committee on the 
International Pharmacopeia, which aims at obtaining 
international coéjration in the selection of such names, 
proposes! that th initial letters 1.N.N. (international 
non-proprietary ne‘ae) should be inserted after the 
name of the drug where this is internationally approved. 
The committee suggests that the naming authority of 
the country in which a drug originates should bear in 
mind the principles on which an international name is 
selected ; this should ensure that such a name will prove 
internationally acceptable. The name should be short ; 
it should avoid confusion with other drugs ; and it should 
give some indication of the principal chemical groupings, 
but be free from any therapeutic suggestion. Various 
syllables are recommended to indicate certain pharmaco- 
logical groups. These include the suffixes “ -ine”’ for 
alkaloids and organic bases, “‘-in’’ for glycerides and 
neutral principles, ‘“* -caine’’ for local anesthetics, and 
‘ .stigmine ’’ for anticholinesterases. 

National naming authorities have already shown their 
willingness to codperate by submitting some 300 proposed 
names to the expert committee. If only international 
collaboration of this order had been achieved half a 
century ago! 


ELECTROCARDIOGRAPHY AS A SCREENING TEST 


A SINGLE comprehensive test for detecting heart- 
disease would be highly valuable, and it is hardly sur- 
prising that in the U.S.A. electrocardiography (£.c.G.) 
has been used for this purpose. At present its limitations 
seem to outweigh its advantages. Despite some evidence 
that lead 1 by itself is hardly inferior, multiple leads are 
generally regarded as necessary, and these cannot con- 
veniently be recorded in a mass survey. Moreover, the 
criteria of normality are in doubt. Minor signs, suc h as 
extrasystoles, uncomplicated axis-deviation, slurring of 
QRS, and T-wave changes in lead ITI, can be ignored ; but 
borderline prolongation of PR, QRS, and Q—T, and flatten- 
ing of the T wave in left-ventricular leads, will often make 
interpretation difficult. Generous standards are obviously 
necessary, to allow for normal variations and for changes 
due to age, posture, and body-build. The effects of a 
recent meal may be important, especially since, as Levitt 
and Dinman ? have shown, they can reverse pathological 
inversion of the T wave. Even when these factors have been 
taken into account, it is still not easy to assess the worth 
of the B.c.G. as a screening test. Graybiel et al. found 
it useful in excluding disease in young airmen; and 
Philips * thought it the best single test for heart-disease, 
with a success-rate of 65% in case-finding among 2250 
people. Dawber and his colleagues § found 50-60% of 
cases in 2000 subjects, with little difference whether lead 
I alone or the twelve conventional leads were used ; they 
also found 18% of false-positive records. 

Sprague * has proposed an electrocardiographic grading 
for the assessment of job fitness in railwaymen; but 
Durham and McGee,’ after sixteen years’ experience, 
including the examination of 3700 electrocardiograms 
from 7400 industrial workers, find the electrocardiogram 
unhelpful in prognosis. It would be a pity if this or any 
other single test were allowed to justify hard-and-fast 
rules for the employment of patients with heart-disease. 
The prognosis of heart-disease—particularly of infarction 
and degenerative myocardial conditions—is now known 
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to be much better than was formerly thought, and 
patient’s capacity for work of any kind can be judged only 
by his performance. There is even evidence that exercise 
within limits may improve the prognosis. As Durham 
and McGee point out, it is the duty of those who examine 
workers with heart-disease to educate employers to a 
greater understanding of their potentialities. 


PREVENTING RHEUMATIC FEVER 


Tue risk of recurrent rheumatic fever in a patient who 
has had one attack is considerable ; nine years ago 
Hansen ! estimated it as 60-75% in the three years after 
an initial bout. This risk is nchanliabil with respiratory 
infection (possibly mild or unnoticed) with group-A 
streptococci, whose réle in the pathogenesis of the disease 
is now undisputed. By prophylaxis this risk can be greatly 
reduced. Stollerman 2 has compared the effect of prophy- 
laxis with sulphadiazine, oral penicillin, and repository 
benzathine penicillin. Despite its apparent disadvantages 
(risk of serious toxic effects, and occasional bacterial 
resistance) sulphadiazine comes out of the comparison 
very well. In nearly three thousand “ patient-seasons ’ 
studied by many investigators, the sulphonamide- 
prophylaxis groups showed a recurrence-rate 85% lower 
than that of the control groups. With oral penicillin 
results are good and serious toxicity is rare; but the 
minimum effective dose is not clearly established, and 
at the recommended level (200,000—250,000 units daily 
or twice daily) the cost of continuous prophylaxis is not 
negligible. Intermittent prophylaxis with larger doses 
(800,000 units daily for the first week in each month) has 
given favourable results,* but the cost would be no less. 
Both oral penicillin and sulphadiazine have the disad- 
vantage that breaks are likely in the daily routine of 
taking the tablets. As an alternative the new repository 
penicillin compound, benzathine penicillin, administered 
intramuscularly once a month in doses of 1,200,000 units, 
has so far given very good results; but the pain at the 
injection site is considerable, and it is not yet certain 
whether reactions are commoner with benzathine peni- 
cillin than with penicillin by mouth. Neither oral ¢ nor 
benzathine ® penicillin in the usual dosages significantly 
increase the penicillin resistance of pharyngeal strains of 
viridans streptococci ; but with benzathine penicillin the 
blood-level of the drug, though sustained, is very low, 
and does not afford protection against, for example, 
bacterial endocarditis. 

Discussing group-A streptococcal respiratory infec- 
tions, Stollerman rightly remarks on the importance of 
prompt and adequate treatment with penicillin. There is 
now much solid evidence that if the course of penicillin 
suffices to eradicate streptococci from the throat, the 
risk of a subsequent initial attack of acute rheumatic 
fever is greatly reduced.* Early treatment, continued for 
seven to ten days, both eradicates the streptococcus from 
the pharynx and suppresses antibody response to the 
organism, as measured, for example, by the antistrepto- 
lysin test.?. These two effects have been to some extent 
separated and studied in an investigation by Catanzaro 
et al.6 In this American trial, involving nearly 1200 
cases of group-A streptococcal pharyngitis in young 
adults, a group of patients received delayed penicillin 
treatment, starting on the ninth day after the onset of 
sy mptoms. ( ontrol groups either received no 0 treatment 
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or were treated with sulphadiazine from admission. The 
antistreptolysin response to the streptococcal infection 
was about the same in all the groups; but in the peni- 
cillin group the incidence of subsequent rheumatic fever 
was much lower than in the untreated and sulphadiazine- 
treated groups. 

If the antistreptolysin response indicates the response 
to other streptococcal antigens it may be concluded, as 
Cantazaro et al. point out, “that the prevention of 
rheumatic fever by penicillin treatment of streptococcal 
disease is not related to the suppression of the immune 
response ordinarily seen.’’ On the other hand, the results 
suggest that the living streptococcus must be present for 
rheumatic fever to develop although this organism has 
rarely been detected in the joints, blood, nodules, or 
heart-valves of rheumatic patients. These workers 
suggest, too, that their results make the ‘‘ auto-antibody ”’ 
hypothesis regarding the etiology of rheumatic fever less 
tenable ; but knowledge of the biological mechanisms of 
antigenicity and tissue-antibody response is at present 
so fragmentary that it is difficult to substantiate either 
this argument or the alternative hypothesis of hyper- 
sensitivity to ‘‘ streptococcal products.’ Nevertheless, 
analysis of the effects of antibiotic treatment of strepto- 
coceal infections may yield further information on the 
pathogenesis of rheumatic fever. 


ATYPICAL TUBERCULOSIS OF THE LIVER 


In patients with tuberculosis the liver may be affected 
in many ways, either directly as a result of the spread of 
infection to the liver or indirectly as a result of the 
metabolic disturbance. Amyloid degeneration and severe 
fatty infiltration are the two outstanding types of 
hepatic disease due to such metabolic disturbance. But, 
apart from these severe changes, impaired liver function 
can commonly be revealed in tuberculous patients by 
function tests. Involvement of the liver owing to 
bacterial dissemination is also by no means uncommon, 
especially in the late stages of tuberculosis when the 
incidence may rise to 80%. Jaundice is rare ; there was 
only a single case in Cruice’s ! series of 570 necropsies on 
patients who had died of chronic pulmonary tuberculosis, 
and only 7 in his 1748 clinical cases of tuberculosis. 
Tuberculosis of the liver is therefore easily overlooked in 
the diagnosis of chronic jaundice, especially because the 
clinical picture closely resembles that of infective hepatitis. 
Since the prognosis of hepatic tuberculosis has been 
vastly improved by antibiotics and chemotherapy the 
recognition of such cases is important. 

Cleve et al.? have now described 4 cases under the title 
‘* atypical tuberculosis of the liver with jaundice.” This 
is defined as a condition ‘‘ where the liver is principally 
or exclusively involved in tuberculous infection and 
where there are signs and/or symptoms of hepatic 
involvement.’” All 4 patients were Filipino men of 
military age. The commonest clinical features were mild 
to moderate persistent obstructive jaundice, low-grade 
pyrexia often accompanied by chills, hepatomegaly, and 
upper abdominal pain unrelated to meals. Liver- 
function tests suggested parenchymal hepatic injury ; 
there was increased thymol turbidity and bromsulphalein 
retention. In only 1 case was there evidence of active 
pulmonary tuberculosis; in 2 others there was radio- 
graphic evidence of quiescent pulmonary disease. It is 
not surprising that the correct diagnosis was made only 
with the aid of laparotomy ; even then in the Ist case the 
raised white hepatic nodules were mistaken for metastatic 
neoplasms until histological examination revealed the 
characteristic changes and acid-fast bacilli. Laparotomy 
is apparently the only certain method of confirming the 
diagnosis, which cannot be reliably excluded by a 





1. Cruice, J. M. Amer. J. med. Sci. 1914, 147, 720. 
2. Cleve, E. A.. Gibson, J. R., Webb, W. M. Ann. intern. Med. 
1954, 41, 251. 
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negative Mantoux reaction or by repeatedly negative 
needle-biopsies. 

Treatment with streptomycin 1 g. daily has produced 
some dramatic results. Of the 4 patients treated in this 
way by Cleve et al. 2 apparently recovered completely, 
seven and twelve months after the end of treatment. 
An equally satisfactory result has been reported in 2 
other cases. Atypical tuberculosis of the liver with 
jaundice is undoubtedly a rare condition in this country, 
where the resistance of the viscera, excluding the lungs, 
is high. In other communities visceral susceptibility 
may be much greater, and Cleve’s series of 4 cases in 
Filipinos suggests that racial factors may be important. 


USES AND DANGERS OF CHLORPROMAZINE 


Two further uses for that versatile compound, 
chlorpromazine, have been described. Tilley and Barry ® 
claim that in 3 cases of neurodermatitis it considerably 
relieved pruritus and motor overactivity. Friedgood and 
Ripstein * gave chlorpromazine to 8 drug addicts during 
abrupt withdrawal of their drug (morphine in 5 instances, 
pethidine in 2, and pentobarbitone in 1). No patient 
experienced withdrawal symptoms, and the craving 
for the drug of addiction was abolished. 

It is not surprising that chlorpromazine, which has a 
wide range of activity, should exert toxic effects. Acute 
hypotension is not uncommon, especially when the patient 
is allowed to remain on his feet during the initial stages 
of treatment with large doses ; and deaths have resulted 
from this complication.?. Several cases of jaundice have 
also been reported,*-'° and this complication too has 
been fatal. The jaundice is peculiar in usually appearing 
to the clinician to be obstructive; biopsy specimens 
have shown intrahepatic biliary stasis ® or periportal 
cellular infiltration.1° Blood changes occasionally arise— 
notably eosinophilia,® though agranulocytosis has been 
recorded #42 and in 1 case this was fatal. These and 
other possible hazards of chlorpromazine therapy should 
prompt the clinician to examine critically in every case 
the indications for administering the drug. Repeated 
exposure has led to severe dermatitis in nurses }* 





Sir RussEtt BRAIN has been re-elected president of the 
Royal College of Physicians of London for the coming 
year. 

In the Cabinet changes announced last week Dr. 
CHARLES HILL was appointed Postmaster-General. 


Prof. EVELYN SpRAWSON, consulting dental surgeon 
to the London Hospital, died on April 6 while attending 
a meeting of the council of the Medical Protection 
Society. He was 74 years of age. 
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AN EXPERIMENT IN 
PROPHYLACTIC PSYCHIATRY IN 
CHILDREN’S HOMES 
W. LinpEsay NEUSTATTER 
M.D., B.Se. Lond., M.R.C.P. 

PHYSICIAN IN PSYCHOLOGICAL MEDICINE, ROYAL NORTHERN 


HOSPITAL, LONDON; CONSULTING PSYCHIATRIST, THE L.C.C. 
SCHOOL HEALTH SERVICE ! 








TuHIs paper describes what has so far been done 
towards creating a prophylactic psychiatric service in 
the residential establishments of the London County 
Council. After six years the practical issues have clarified 
themselves, and an account of them may help anyone 
who is contemplating, or might contemplate, a similar 
scheme. 

The L.C.C. has 6 residential schools for deprived 
children, accommodating about 2500 children of both 
sexes, and 8 small family homes for 200. There are also 
15 nurseries and nursery schools, 4 approved schools, 6 
schools for the educationally subnormal, 5 schools for 
the maladjusted (with another 3 opening shortly), 12 
schools for the physically handicapped, 2 schools for the 
blind, 2 schools for the deaf, and 7 short-stay schools for 
the delicate. This gives a grand total of 5380 children 
in its care in various residential establishments, and in 
addition there are 2 reception homes and one reception 
centre with a total annual turnover of 650.? 

Most of these children are in the council’s establish- 
ments because of home circumstances—e.g., parental 
illness, divorce, or neglect. Hence there is an especially 
prolific field for psychiatric disorders. Also, although 
it is nominally a specific handicap, such as intellectual 
retardation or organic disorder, which is responsible for 
admission to residential schools for the educationally 
subnormal or the physically handicapped, in fact the 
child is not infrequently in such a school because of home 
circumstances or an element of maladjustment. Thus all 
residential establishments contain children some of whom 
at least are maladjusted. 

The National Health Service is concerned with pro- 
viding specialist therapeutic services, based on hospitals. 
Treatment being their concern, the L.C.C. set up what 
they hope will become a prophylactic psychiatric service, 
as part of their public-health activities. To this end they 
have appointed psychiatrists to advise the staffs of resi- 
dential establishments on child psychology in general. 
This does not preclude—and, incidentally, inevitably led 
to—advising on individual children ; but formal treat- 
ment of individual cases is considered to be a responsibility 
of the N.H.S. Any children needing such treatment are 
referred to child-guidance clinics or hospitals. 

The first step in establishing the new service was my 
appointment in 1947 as a part-time consulting psychi- 
atrist. The duties were then largely advising on the 
structure of the service so as to pave the way for its work. 
In 1949 a full-time psychiatrist, the late Dr. H. G. 
Williams, was appointed, and, on the experience gained, 
the service was later enlarged by appointing three more 
part-time psychiatrists whose sessions were together 
equal to those of one whole-time psychiatrist. In addition 
four whole-time psychiatric social workers have been 
appointed, mainly based on the maladjusted schools : an 
essential duty which they undertake is preparation of 
the home for the return of the child. 

At Bredinghurst Maladjusted School a lay psycho- 
therapist is employed for 11 sessions per week. In 1948 





1. The views expressed in this paper are entirely my own, and 
should not be attributed to the London County Council. 

2. Until recently the L.C.C. was also entirely responsible for their 
Remand Home psychiatric services. Now, as with child- 
guidance clinics, the L.C.C. supplies the building and ancillary 
staff only. 
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Mr. H. A. T. Child was appointed senior educational 
psychologist and advises on technical educational 
problems. 


THE PSYCHIATRIST’S RELATIONSHIP WITH THE STAFF OF 
ESTABLISHMENTS 


The first step in a scheme of this kind is the acceptance 
of a psychiatrist by the staff; for psychiatrists are by 
no means always persona grata. They are viewed, at 
best, with suspicion ; and when, besides being psychi- 
atrists, they descend from County Hall, the reaction to 
them is distinctly guarded. My first task, therefore, in 
1947, was to try to overcome this resistance. Here a 
psychiatrist’s training in listening proved valuable, and at 
initial visits I did little more than listen. One’s reception 
was always friendly enough, and a measure of receding 
suspicion was the production of time-honoured stories 
about ‘‘ trick-cyclists.’’ Next there would come heartfelt 
and understandable complaints of the inordinate time 
it took to get a child to a distant clinic, or the interminable 
waits there—of a member of the staff being thus occupied 
all day, ‘‘-and then they see the child for a quarter of an 
hour and send a report telling us what we told them!” 

At this stage the headmaster usually observed how 
glad he was to have a psychiatrist visit, ‘‘ only I fear 
you won't find enough cases here to make it worth your 
while, doctor.’’ This last remark needed to be accepted 
with some caution. Almost in the same breath, one head- 
master (now retired) pointed to a small boy passing the 
window and said: ‘‘ He might interest you, doctor ; he 
has twice tried to set the place on fire!’’ A study of 
the headmaster’s psychology is valuable, and a tactful 
reference to the merits of Hutton or Graveney if the 
headmaster comes from the appropriate county can 
establish better relationships than many a dissertation 
on psychology. It is very important to try to overcome 
the common suspicion of the psychiatrist, some of which 
is understandable. Those with years of first-hand 
experience of youngsters are naturally apt to resent 
intrusion of someone who they feel is trying to teach 
them their job; and, in dealing with behaviour prob- 
lems, teachers and house staff undoubtedly have practical 
experience of handling children which psychiatrists lack. 
I have been impressed by the very good understanding 
of problem children which some of them have shown. 
On the other hand some staff feel that they have a 
knowledge of maladjustment and child psychology which 
they do not in fact possess. They are not always as aware 
as the psychiatrist that the ultra-good child may be a 
more serious problem than the disturbed one. Some 
indeed have closed minds and are quite unreceptive to 
new ideas. 

Where specific disorders, such as hysteria, psychopathy, 
early schizophrenia, or epilepsy exist, the psychiatrist 
obviously knows more about these conditions than the 
layman, and this the staff will readily allow. More- 
over, in my experience, if one starts by confining oneself 
to advice on these ‘‘ medical’’ matters, where one’s 
authority is acknowledged, one’s opinion in other spheres 
will afterwards be more readily accepted. 

Williams (1953) and Prince (1953) have emphasised 
that often it is not formal advice which the staff want so 
much as moral support. Prince points out the importance, 
in schools for the maladjusted, of reassuring teachers 
that only limited success can be hoped for with their 
difficult charges, and of making them accept philo- 
sophically the fact that parents of maladjusted children 
are, ipso facto, neurotic and cannot be expected readily 
to change their stays. 

Williams also writes of the need to allow individual 
members of the staff to ‘“‘ abreact’”’ by discussing their 
personal difficulties. This relief of their feelings can 
result in greater tolerance of some of their very difficult 
charges. The changed attitude is the outcome of an 
emotional and not an intellectual reorientation. 
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Coéperation with the visiting school doctor was always 
attempted. With a busy practitioner this could prove 
difficult, but he receives copies of psychiatric reports. 


SEEING THE CHILD 


Having established contact, the next question was 
how best to get full value from the psychiatric services. 

It is possible either to confine one’s activities to 
discussion with the teachers, without seeing individual 
children ; or to see the children as well. I unhesitatingly 
favour the latter method, on the following grounds : 


(1) Psychiatry is a highly controversial subject ; and, 
purely theoretical discussion of problems may well 
increase rather than diminish suspicion of the psychia- 
trist. In any case discussing children’s problems in the 
abstract always leads to questions of how a particular 
child should be handled. To advise without seeing the 
child can be very misleading, because the teacher’s 
account may differ substantially from what would be 
one’s own impression. Even after examination one’s 
advice may be incorrectly interpreted, and to advise 
theoretically involves additional dangers 

(2) The psychiatrist is trained to look below the surface 
and to understand unusual reactions. He should thus 
be able to give something tangible and useful to the 
child, even though the interview is not primarily 
therapeutic. 

(3) Not seeing the child tends further to separate 
psychiatry from general medicine. If a child has a bad 
heart the doctor is expected to examine him, not to give 
a dissertation on cardiology. The same should hold good 
for a psychological disorder. 

Thus I have always made a point of seeing the child, 
and so have my colleagues. This does not preclude 
discussion in general terms of points of interest with the 
teachers ; and, as one is not treating the children, such 
discussion is particularly important. Indeed, I have 
given a number of formal lectures which have led to 
quite a lively discussion, but have also inevitably led 
my being shown children who the staff feel exhibit some 
of the traits referred to. 

I have preferred to give descriptive talks in non- 
technical language on the “‘ medical ’’ aspects of psychi- 
atry referred to above, rather than embark on psycho- 
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pathology. There is , enough in the former to arouse 
interest and lead to discussion on different psychological 
types, while it avoids the opposition and incredulity with 
which the more complex expositions of psychopathology 
are apt to be met; the simpler aspects of the latter 
—e.g., boastfulness being an overcompensation of 
feelings of inferiority—are sufficiently well recognised 
nowadays not to need formal presentation. 


NUMERICAL SUMMARY OF FINDINGS 


The accompanying table is founded on returns made 
by the various psychiatrists over a period of a year. 
The figures refer to the number of children seen with the 
various disturbances noted, on each occasion. Hence if 
the same child was seen repeatedly it was entered each 
time, and the figures therefore exaggerate the actual 
number of children of one type seen in the year. 

As the returns were made for administrative purposes 
and not for research, the terms used were unfortunately 
not standardised, and it is evident that different terms 
were used to express the same disorder ; thus behaviour 
disorder and maladjustment seem to have been used 
synonymously so often that I have felt justified in adding 
the two together as ‘‘ total disturbed behaviour.’’ Where 
several different descriptive terms had been used (e.g., 
“backward and aggressive ’’) it was hard to know which 
one to choose. I took the first one, which may have 
weighted certain of the findings. Thus in smaller children 
backwardness was a noticeable feature, yet as this is 
often due to anxiety, it could have been tabulated as such. 

In some cases behaviour disturbances were subdivided 
into more detailed categories, but exact numbers are 
fallacious because everyone did not use these terms. Also 
in column 1 (physically handicapped) the numbers are 
so small that the percentages must be viewed with great 
caution. 

It will be seen that disturbed behaviour was by far 
the commonest cause of referral, presumably because it 
attracts attention most readily. Backwardness and 
nervousness come next most frequently ; the figures are 
not sufliciently accurate to show valid comparison 
between the groups. 


SUMMARY OF FINDINGS OVER 12 MONTHS 


Type of problem 


Types of Institution 




















| Physical | Maladjusted Approved j E.S.N. Residential Nursery and 
handicap school | school school school | nursery school 

No. of children seen individually mA | 15 | 187 42 33 131 2% 
Be haviour problems : 

Generally difficult ~- nh 7 27% 55% 17 % 30% 48% | 53°% 

Absconding rv wie oa 0 5% 5 % 2% 0 0 

Rebelliousness ey a ‘ 0 6% 2% 0 1% | 0 

Temper tantrums — . iia 0 3% 0 2% 0 1% 

Stealing ve is - 0 18% 7% 2% 3% 1% 

Minor de linque neies .. ~“ = 0 1% 39 4% % 
Maladjustment ’ 7 on a 15% All in theory 30% 15% 22% 7% 
Total disturbed behaviour 42% 88% 64° 19 78% 63% 
dnwiety reactions ; i 

General nervousness .. ae - | 1% 12% 2% 15% 2% 1% 

Stammering .. oy. ry } 0 0 0 2 1% 1% 

Enuresis : ; am 0 2% 0 8% 4 5% 
Prepsychotic be havi jour is “y 0 0 2% 11% 1% 0 
Psychopathy + i oe 0 0 0 % 1% | 0 
Backwardness.. re ; 3 | 20 % 0 7% 4% 8% 28% 
Brain damage . - ale ia | 15% 3% 0 0 0 % 
Epileptic personality . . : a 0 0 2% 4% 1% 1% 
Subject to sexual assault he dy 0 0 7 % % ; % ; 
Homosexuality . 0 0 ; 10% | 0 ( ) 
Inferiority due to psye hical handic ap. 20 % 0 0 0 0 0 
No. of sessions spent at each type of 

school . ll 173 20 17 82 97 
No. of such schools visited by L.C.C. 

psychiatrists .. ‘ 3 4 2° 5 6 15 

Average no. per type of school ok 3-6 43 10° 3-2 13-5 6-5 

Average no. of children seen _ 

session <= 1° <= 1 = 3 =: sz 1-6 < 95 


* 1 approved sc chool had only an ouneie visit Pan sn of distance, i was not visited by our qupchiatetet-s and there were no returns. 
Percentages were only approximate, and do not add to exactly 100 
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Kinds of School 
RESIDENTIAL SCHOOLS FOR DEPRIVED CHILDREN 

The length of stay in these is determined by outside 
circumstances, and is not, as in “ special’’ schools for 
defects, dependent on the response of the child. This 
creates special problems, because the children may have 
to acclimatise to continuous boarding-school life. One of 
the great difficulties is the large numbers (sometimes 
up to 50 children) in one house, which prevents house- 
parents from giving the children the amount of individual 
attention they would like to give, and which the children 
need. Also with so many charges they may under- 
standably find it hard always to show the necessary 
patience with children of difficult habits, such as enuresis. 

As always, the exceptionally sensitive child whose 
maladaptation is not obvious, tends to be overlooked. 
Therefore the child most needing psychiatric attention 
is often not recognised; nor is it easy for the over- 
burdened house-mother to give it the considerable time 
needed when it is. The psychiatrist’s task is to try to 
identify these children and find the best way of securing 
the special handling they need—a task which is not easy. 
The real solution is outside medical hands, since it involves 
money, bricks and mortar, and personnel suitable for 
these extremely arduous duties. 


APPROVED SCHOOLS 

Apart from the difficulties arising from the high 
proportion of boys of inadequate intelligence, one of 
the chief problems met in approved schools is the 
presence of a small number of ‘‘ abnormal’’ offenders. 
Most children in approved schools are not deep psycho- 
logical problems; their offences are more readily 
explained as commonplace reactions to temptation and 
bad influence. But in some the delinquency appears more 
as a form of neurotic behaviour—an unconscious expres- 
sion of conflict, as in hysteria or compulsive acts. The 
reactions of the former are straightforward ; they are 
what would be expected, particularly in not very intelli- 
gent children or those of weak personality who have 
succumbed to bad environment. Such types respond to 
a stable atmosphere and to a regular routine and disci- 
pline, but the latter often need a freer atmosphere in 
which to work out underlying feelings of guilt and hos- 
tility. It can be seen, therefore, that their correct handling 
in an ordinary approved school is very difficult. Making 
exceptions for a few children in a large school leads to 
obvious difficulties. 

The recognition of children who have been wrongly 
placed is clearly a function of the visiting psychiatrist. 
By no means all of them need moving elsewhere ; for 
suitable steps can be taken within the school if the child’s 
fundamental attitude can be gauged. The child who 
feels anxious or inferior may have put on a brave face 
before the staff, but is willing to reveal the true state of 
affairs to the psychiatrist. He, in turn, can pass the 
information on to the staff. In one such instance, where 
a boy was very unhappy and had come from a bad 
home, I was able to advise the headmaster, who promptly 
introduced the boy to his dog, which proved most effective 
therapy. 

Homosexual problems, though not peculiar to approved 
schools, are prone to occur in any residential establish- 
ment where the sexes are segregated. There is no ready- 
made or easy solution; but the psychiatrist can do 
much to allay the anxiety of the headmasters, who 
feel such happenings in their schools may lay them open 
to criticism, and can help the staff to keep the problem 
in perspective. 

Where cases of sexual practice have arisen I always 
think it best for the school doctor or the psychiatrist 
rather than the teachers to take the matter up with the 
boy. Treatment, especially where intelligence is low, is 
unlikely to succeed, and the best practical expedient is 
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to send boys with marked homosexual propensities to 
one school, where the staff have special experience of 
them and can keep a better watch on their activities. 

The value of corporal punishment is a controversial 
point. It is but sparingly used at the approved schools I 
visit ; but even the head of a maladjusted school, where 
he has never used it, contended that the right should be 
there, if only because the substitutes might be subtler and 
more unpleasant. He felt strongly that it should be left 
to the teacher’s discretion. The counter-argument is 
that where the teacher’s judgment is good, as with this 
very headmaster, corporal punishment is not used ; but 
where the teacher’s judgment is bad there is a danger 
that the very boy it may most harm will receive it, 
because he is the one the teacher least understands. 
Thus at a public school I saw a withdrawn lad who had 
an L.C.C. scholarship and was proving a complete failure 
both at work and at fitting in with the others. His 
housemaster remarked that, had he not heard he was a 
‘* psycho ”’ case he ‘“‘ would have beaten him regularly.” 
Such an attitude makes ‘* psychos ’’ very dubious about 
beating being left to the teacher’s discretion. If, as has 
been suggested in certain institutions, beating must be 
sanctioned by the medical officer, this puts the doctor in 
a false position which must interfere with his relationship 
either with the staff or pupil; and abolition would be 
the best solution. But one very real difficulty in avoiding 
corporal punishment is that so many of these boys have 
been beaten at home, and would fail to understand other 
methods. Incidetitally, in regard to the supposed deter- 
rent effect of a good thrashing on delinquency, I cannot 
say whether this has stopped potential delinquents, 
I can say that I have seen many boys who have been 
‘** belted ’’ repeatedly at home without any noticeable 
effect in preventing further transgressions. 


MALADJUSTED SCHOOLS 


Under the 1944 Education Act, maladjustment, like 
educational subnormality or physical handicap, is 
regarded as a disorder requiring treatment by special 
educational measures. In fact, however, its place seems 
to be rather within the province of psychological medi- 
cine, and our psychiatrists have accordingly visited these 
schoolg not less than once a fortnight and sometimes 
weekly (see table). There are not more than 50 children 
in any of these schools and the amount of freedom the 
children are allowed depends largely on the character of 
the headmaster. 

A question of interest is whether formal psychotherapy 
is needed. Some believe there is no need for it in children 
at all, while others think it essential in all cases. In a 
small experiment on 19 boys at Bredinghurst School by 
Williams (1953), using improved social relationships and 
learning capacity as criteria, he found a significant 
difference favouring the treated versus the untreated 
group. The experiment was open to the usual criticisms 
of such small surveys involving subjective estimates, 
but is an interesting pointer. 

Formal psychotherapy apart, in my view a troubled 
child needs the opportunity to talk about his worries 
and express his feelings, just as an adult does. Contrary 
to popular supposition, this can be done without any 
need to use complex language, to encourage introspection, 
or to make the child feel he is a “ case.’”” Whether such 
talks are held with a psychiatrist, psychologist, or 
schoolmaster is largely immaterial—except that the 
latter, who may subsequently have to be an impartial 
disciplinarian, is worst placed for the task. What matters 
is that the listener should be objective, sympathetic, and 
preferably sufficiently queer himself to understand 
unusual children—which perhaps puts the psychiatrist 
ahead of the others! He should also be able to remember 
enough about his own childhood to see the problem from 
the child’s standpoint. This does not necessarily imply 
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agreement or approval; and he may have to explain 
that it does not. But disagreement does not matter 
provided the child feels that its point of view is being 
understood and not just overridden. 


E.S.N. SCHOOLS 


At schools for the educationally subnormal the prob- 
lems are parallel to those in other residential schools, 
though they are more difficult to deal with on account 
of the low intelligence of the children. When one remem- 
bers that child-guidance clinics will rarely accept children 
with an 1.9. below 70, one realises the difficulties with 
which these schools have to cope. 

Children in £.s.N. schools may be maladjusted dullards, 
whose emotional difficulties have resulted in such an 
inability to learn that they have had to be dealt with as 
E.S.N. children, but they are really a variety of maladjust- 
ment. I have been impressed by the improvement of 
young unstable £.s.N. children in small residential E.s.N. 
schools. 

Occasionally, one sees children who are so emotionally 
disturbed as to be quite unapproachable and untestable, 
and have to be ascertained as E.s.N. even though one 
suspects they are not. 

An example of this was a pitiful terrified girl of 8 whose 
mother, a backward unstable woman living with a man, not 
only knocked the child about but punished her by locking her 
into a small dark room by herself. In the course of a year 
at a small £.s.N. school, with kindly treatment, she improved 
considerably, and turned out to be only dull and not £.s.N. 


NURSERIES AND NURSERY SCHOOLS 


Experience in these has been limited to a year, and 
willingness to accept the psychiatrist has varied more 
than in any other establishments. The visiting psychi- 
atrist, Dr. E. Huband, reports that the problems she has 
met fall into three groups : 


(1) Fundamentally normal children reacting in a disturbed 
way as a result of past bad experiences, or inability to adjust 
to nursery routine. There, she felt, the psychiatrist could 
do much by seeing these children and advising on their 
management. 

(2) Children who are so abnormal, emotionally or intellec- 
tually, that merely advising is of limited value. Ideally they 
need different placing. 

(3) Seriously maladjusted children in need not only of 
special placing but of actual psychiatric treatment. 


The outstanding impression has been that visits were 
too thinly dispersed to make very much progress. For 
the present, policy has switched to seeing the effects of 
visiting a few of the institutes regularly, and as yet no 
information is available. 


PHYSICALLY HANDICAPPED SCHOOLS 


The problems met with in children in these schools fell 
into three groups. 

First there are psychological difficulties due to an 
unsatisfactory home situation. These are similar to those 
found elsewhere, but the physical defect is sometimes 
the cause of parental rejection, particularly if it is 
disfiguring. 

Thus, a pathetic little girl of 10, with severe congenital 
heart-disease, was disturbed in her behaviour. Her parents 
mostly lived abroad but even when the mother was in England 
she never visited the child. The child told me she really did 
not mind as her mother used to call her an ass and a fool when 
her dyspneea prevented her tackling a strenuous task. 

Secondly, there are cases where feelings of inferiority 
arise from physical defects, especially where deformity 
exists. 

A spastic girl of 12 spontaneously referred to a cardiac case 
as “‘ lucky ” because she looked normal. 


Sometimes hysteria exaggerates a disability. One very 


intelligent girl of 14 was clearly not using her partially 
paralysed hand and leg as much as possible, because she 
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preferred to try to ignore her disabilities. Again, a child with 
a marked spinal bifida was incontinent because she would 
make no effort to go to the lavatory. She, too, seemed to 
prefer to pretend that nothing was wrong. 


In contrast to these cases, it is gratifying to be able to 
record how many of these crippled children I saw playing 
happily in their free time, even quite severely paralysed 
boys playing a good game of table tennis. 

Thirdly there are the cases where physical defects and 
psychological difficulties are intermingled. 

For example, a child with kernicterus showed considerable 
symptoms of anxiety. She was always on edge and always 
trying to please, almost profusely so. She had queer dreams, 
many of which were connected with punishment. She also 
dreamt frequently of a boy friend, aged 10, at another school, 
and of her father kissing her in bed, a thing he had never done, 
She repeatedly made drawings of animals with curious spots 
which, she said, were part of somebody's body. 

One suspected that, in spite of her age, she had conflicts 
of a sexual nature. She also had lost her favourite brother in 
Korea. Her emotional difficulties probably added to her 
motor instability. She would have been an interesting case 
for play therapy but there were no facilities. 


It is my impression in all the cases dealt with that the 
children appreciated the opportunity of discussing their 
problems with a doctor, and they seemed to do so more 
readily than children in ordinary schools. 


RECEPTION HOMES AND SHORT-STAY HOMES 


The psychiatrist has a particularly important réle to 
play in the reception homes, because the need for a child 
to be received—sometimes very suddenly—into care is 
itself an indication of a family situation likely to have 
produced a disturbed child. The future welfare of the 
child is very dependent on correct placement, and the 
task is taken very seriously, usually being settled by a 
conference between the psychiatrist, the psychiatric 
social worker, the care committee, and the staff of the 
reception home. 

In short-stay homes, one of the psychiatrist’s duties is 
de-ascertainment ; for quite often children, while await- 
ing placement in a maladjusted school, recover merely 
through being away from home in a stable environment. 


Discussion and Conclusions 


One of the perturbing questions put by sceptics—and 
usually resented by psychiatrists because there is no 
reply—is ‘‘ what proof is there that psychiatric treatment 
of children yields results, and above all that it prevents 
later psychiatric disorders?’’ Figures unfortunately 
have not proved anything in regard to the latter question, 
and little in regard to the former, and one has to fall 
back on clinical impressions—an unsatisfactory expedient. 

In the present survey the same difficulties arise. The 
figures given furnish no proof that the psychiatric 
services described are in fact preventing future psychiatric 
disorders. Nor could anything short of an enormous 
research project be expected to yield statistical results. 
Therefore, one must be content to adduce arguments 
suggesting that the scheme described here is serving a 
useful function. The following can be said : 

(1) It seems logical to have a psychiatrist to advise 
on psychological disorders in the same way that cardio- 
logists or ophthalmologists are employed. 

(2) The psychiatrist does not exclusively advise on 
child management as is sometimes supposed. His special 
training allows him to recognise certain syndromes-—e.g., 
psychosis, or epileptic disturbances—which the layman 
would not recognise. As Peter Scott (1953) points out, 
correct sorting of cases is an important function of 
psychiatry in the field of delinquency. The same applies 
to the little-charted seas still to be explored in a service 
such as this. 

(3) The psychiatrist, even at a diagnostic interview, 
can give the child something tangible in his capacity 
of an impartial listener unconnected with discipline. 
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Occasionally a child acknowledges this, with: a phrase 
such as “‘ I find it easier to talk to you.” - This unbur dening 
can be of value. 

(4) In such a scheme as this the psychiatrist fulfils the 
very important réle of the doctor in any society: he 
can advise, even if he has no specific remedy, and he can 
relieve anxiety. In institutions the latter can be of great 
value. In bac king a headmaster where serious offences 
or abnormalities have to be dealt with, in giving a 
teacher a chance to unburden himself, and in suggestions 
or mere discussions on handling difficult problems, he 
can take some load off the staff, and this lightening of 
their burden is likely to lead to better handling of 
difficult children. 

The whole tenor of modern social services for children 
is to try to avoid the unhappiness, with its warping 
effects, too often associated with institutions in the past. 
In so far as they achieve this, there will be better emo- 
tional development, for happiness is a most important 
ingredient in the growth of a healthy mind. 


Summary 

A growing psychiatric service aiming at prevention of 
future instability, for children in L.C.C. residential 
establishments, is described. As yet no direct evidence 
of prophylaxis has emerged, or could be expected to have 
emerged, but arguments are adduced that the service 
adds to the happiness and welfare of the children and 
thus should assist healthy emotional deve! opment. 

In conclusion acknowledgment should be made to the follow- 
ing for their parts in inaugurating and running this service. 
Dr. Leonard Browne, alderman of the L.C.C.; Sir Allen 
Daley, then M.o.H., and Dr. A. W. Petrie, adviser in mental 
health, at the start of the service; and Dr. J. A. Scott, 
present M.O.H. for the county of London. I wish to thank the 
latter for permission to publish the material contained in this 
paper, and all those who have coéperated in this experiment, 
too numerous to mention individually. 
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HEALTH IN SCOTLAND IN 1954 

‘THERE is no simple and satisfactory explanation of 
the fact that better disease control, saving of life, and 
improved environment are still accompanied by heavy 
sickness incidence.’’ With this provocative statement the 
report of the Department of Health for Scotland? sums 
up the situation in 1954. 

On the credit side, there were fewer deaths in child- 
birth and from tuberculosis than ever previously recorded, 
as well as a continued improvement in the death-rate 
among pre-school children. Nevertheless the incidence of 
sickness, measured by visits to hospitals and to doctors, 
remained heavy. During the year there were more than 
2 million new hospital outpatients, outpatient attendances 
totalled nearly 7 million, and nearly 500,000 a 
were disc harged. 

A disquieting feature is the persistent rise in the death-rate 
among men aged 50-64. In men aged 55-65, deaths from 
respiratory cancer in 1950—52 were six times as common as in 
1931; coronary thrombosis was six and a half times as 
common; and bronchitis had increased by nearly a quarter. 
(Thé death-rate among females, on the other hand, was in all 
age-groups lower than twenty years ago.) 


This urgent demand on the curative services has been 
partly met by expanding the hospital accommodation 
and by enlarging the hospital staffs. By the end of 1954 
the number of staffed beds had been increased by 9% 
over the figure for 1948; the number of hospital nurses 
had risen from 19,000 to 24,000; there had been an 
appreciable rise in the number of consultants and senior 
hospital medical officers ; and the annual running cost 





1. Reports of the Department of Health for Scotland ond the 
Scottish Health Services Council, 1954. Pp. 148. 4s. 6d. 
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of the hospital and specialist services had increased from 
£24-6 million in 1949-50 to £30-2 million in 1953-54. 
Even so, these increases were small compared with the 
increase in the number of patients passing through the 
hospitals, 

As regards the future, the report is optimistic, express- 
ing the view that the massive amount of work now being 
done by the health services will, in the long run, prove 
valuable ‘‘in forestalling the development of serious 
disease and preventing the onset of complications.”’ 
Ultimately, therefore, there will be evidence “of a 
reduction in this burden of sickness and of continuing 
advancement in general standards of physical health and 
well-being.”’ 





The Widdicombe File 


XXIV. THE CLOUDED CRYSTAL BALL 
DEAR WHIDDON, 

I liked your nephew. Whatever branch of our profes- 
sion he chooses, he has some natural advantages. He is 
sound in wind and limb : he has done his military service 
and avoided marriage: he answers questions diffidently 
but explicitly : his nails and collar are clean. His wish 
to become a pathologist is not, as for some of us, a second 
choice forced upon him by the fear that he will not 
succeed in some other preferred way of life. Until about 
six months ago in Singapore he had no clear idea of what 
he wanted to de. One afternoon—a time he usually 
devoted to repose—his familiar guided his feet to the 
laboratory and prompted a brother officer to invite him 
to look down a microscope. I would like to think that the 
fable of Ross was repeated—that the sight of a malaria 
parasite in all its beauty was the occasion of something 
akin to revelation which pointed out the path of his 
future life. At any rate the laboratory became a habit ; 
he learned a little, and he was told that a living might be 
made that way. 

I do not see him in academic life. His intellectual 
ability is no more than average and his training in pure 
science up to a bare pass standard. I may be wrong. 
Perhaps he will find a secluded niche where he may 
learn more and more about less and less ad infinitum. I 
hope not ; for there are few of our colleagues so much to 
be pitied as the professors manqués too old to sack and 
too inert to go. But I did my best to impress upon him 
the value of starting his career in some humble appoint- 
ment in a university department. Having to instruct 
others who know only a little less than he does will teach 
him his pathological aBc better than anything else. 
If he does not know or cannot find, he will be surrounded 
by polymaths who can resolve his doubts. There will be 
a library, and, if he is lucky, a few feet of bench which 
he may call his own. Above all, he will live in an environ- 
ment where the main purpose of existence is the enlarge- 
ment of human knowledge (although few of the inmates 
would like to admit it). 

A year or two in this rarefied atmosphere may tax his 
stamina but it should leave him something more than a 
craftsman in his trade and with a better idea of what he 
wants to do. 








I suggested that he will probably become a clinical 
pathologist ; and, as I began to expand upon the charms 
of the life which has kept me from starvation for twenty- 
five years, I was, like a Victorian clergyman, stricken by 
poust. For, to tell the truth, I have been thinking for 
some time that clinical pathology as I know it today is 
a dying trade. It is, after all, a hodgepodge of activities 
which have only this in common—they are done at the 
laboratory bench. If one stroke of the Presidential 
pen were to strike off the Register all clinical pathologists, 
you surgeons would be inconvenienced but the essential 
nature of your practice would be unchanged. Many of the 
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lesser breeds without the law manage to muddle along 
without our help, and their bills of mortality do not 
suggest that the effect on medicine is disastrous. 

When I began, I was the one and only assistant to 
Diogenes, and we were helped by a man and a boy. We 
**did blood-counts”’; we cut up the dead; without 
much understanding we made simple biochemical estima- 
tions. The work grew, went on growing, and continues 
to grow—with two results. The last of my colleagues 
who are equally learned (or ignorant) in hematology, 
biochemistry, bacteriology,.and morbid anatomy is on 
the verge of retirement. The modern laboratory is a more 
or less integrated clutter of specialised departments. The 
other result of our trade boom has been the lavish 
engagement of technical staff until they outnumber the 
doctors by five or more to one. These are, moreover, of 
a quality outside our dreams of twenty-five years ago. 
Unless they present some evidence of higher education we 
will not look at them. Their own examinations are stiff 
almost beyond reason and a B.Sc. or two among our staff 
is no matter of note. Are you surprised that the counting 
of red cells and other such chores which used to adsorb 
nine-tenths of our time are now done almost entirely by 
the technicians ? Helped by better methods and mechani- 
cal devices they do them as well as ever we did and a 
good deal faster. 

How much use can be made of this galaxy of talent 
depends, I think, less upon us pathologists than upon 
you and your colleagues in- the wards. If you wish to 
know the level of molybdenum in a patient’s blood—I 
have had dafter requests than this—the problem is a 
purely technical one. There can be only one answer, 
expressed in microgrammes per 100 ml. I believe that it 
is true of most of the problems which reach our depart- 
ments of biochemistry and hematology that if you can 
frame the right question the technician can give you the 
correct answer. If, however, you are worried about a 
patient because his urine is green in the morning, red at 
noon, and blue at eventide-—a condition which you have 
not met before—you will need the help of a pathologist 
in deciding what investigations are likely to yield useful 
answers. Some of your colleagues will want this help 
when faced by far simpler problems and some (oh fie) 
will ask for estimations of whose purpose and meaning 
they have no understanding at all. It is this failure to 
ask the apposite question in everyday problems which 
wastes their time and mine. 


The weakness of the clinical pathologist’s position Is 
that medical education is improving and gentlemen with 
chameleonuria are rare. Free from slavish toil but denied 
responsibility for patients, he finds that he must devote 
a large part of his time to helping his colleagues to frame 
their questions and to apply their answers. He is, in 
fact, a sort of intellectual middleman, and that is no 
job for a man of parts. He boosts his Ego by calling 
himself an interpreter of laboratory findings, but my 
private fear is that before long he will be looking for a 
job at an esperanto conference. Nine times out of ten 
your only wish is to know if your patient is anemic or 
has a leucocytosis or a raised blood-urea. You do not have 
to ask me or anyone else tc “‘ interpret ’’ findings such as 
these—but neither of us showed up very brightly last 
Thursday on salt balances and ion exchange. I comforted 
myself with the memory that the great and good physician 
to whom I clerked was never clear about the distinction 
between blood urea and blood uric acid. And now there 
is a generation of physicians (and even surgeons) who 
think as lightly of the newer biochemistry as they do of 
measuring a limb or percussing a chest. If these prodigies 
can ask the questions and apply the answers without 
assistance, they may be right to hint that the intervention 
of a pathologist between them and the technician is an 
old-fashioned formality. 
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Now I know that we in Widdicombe are a little higher 
on our toes than they are in Hexworthy and Hoccombe, 
and I believe that I am thought a useful if not an essential 
member of the hospital staff. But in W.C.1 I rank as a 
dimwit, and the casual gossip of a junior registrar is 
advanced Choktaw to me. As medical education follows 
—some paces behind—the progress of knowledge, even 
those doctors who practise round the sources of the Dart 
will know more and more of the applications of science 
to the art of medicine. Less and less often will they need 
an interpreter, because they ‘“‘ spikka da lingo.” 

Having said so much I must, as usual, qualify my 
forecast. There are things done in the laboratory which 
cannot be delegated to the very best of technicians. He 
may cut and stain a section perfectly, but Davey’s 
report on the histology is a personal statement of opinion 
no different in essence from your own judgment at the 
bedside, The mental processes involved in assessing the 
evidence on a biological problem are of a different order 
to those needed for the mechanical estimation of a 
defined chemical substance. I doubt if the man who has 
not seen quite a lot of the diseased human body, alive as 
well as dead, is likely to be a very useful morbid anatom- 
ist. In diagnostic bacteriology, too, there is more art 
and less science than most people think ; but of this I 
have spoken before. 


I am no solitary prophet. Some clinical pathologists 
complain already of the ‘‘ competiton’’ of technicians, 
and perhaps with reason. Those in authority do not 
always understand the ways of the laboratory. They 
look on it as an automatic machine which, no matter 
who is in control, returns infallible answers to even 
the most foolish questions. They have never learnt that 
a request for an examination is made by one member of 
the medical staff to another—or should be. Abetted by 
some of the Faculty, they have been known to favour a 
laboratory with no pathologist in charge. The saddest 
thing about such a place run by an unsupervised techni- 
cian is that the doctors who use it seldom realise what 
poor service they receive. I think, too, that it would 
do no harm if you and your colleagues would impress 
upon your juniors that a direct approach to the labora- 
tory staff behind the pathologist’s back is bad manners. 
But these are only small straws in a fitful breeze. So far 
from wishing to limit the technician’s field I would prefer 
to extend it as widely as can be. When he has learnt all 
that there is to know in it, he will remain a layman ; and 
there is still work in the laboratory for the man who has 
learned to recognise the infinite and individual variety 
of himan sickness. 

The question which the clinical pathologist must 
answer for himself is the use of the leisure afforded by a 
competent technical staff. If he chooses to remain an 
interpreter and nothing more, he must realise that it will 
always be a humble occupation, without responsibilities 
or great rewards and likely in course of time to become 
as archaic as flint-knapping or woad-boiling. If he feels 
himself to be half a physician—as some do—he will do 
well to set himself up as a whole one, with higher degrees 
and beds and a bowler hat. There is as much call for a 
specialist in diseases of the blood as for one in diseases 
of the chest and his time at the bench will not have been 
wasted. There is a third course open to those who still 
dream of their laboratory as an ivory tower (instead of 
the darkest, dampest, and coldest room in the hospital). 
No-one thinks seriously that looking for L.£. cells or doing 
a W.R. is pathology: both operations are no more than 
the eliciting of physical signs beyond the competence of a 
physician. Pathology is the mother science upon which 
the rational practice of medicine is founded and to which 
her offspring clinical pathology has added much of value. 
(Pater semper incertus, as the lawyers say). In my lifetime 
I have seen the child degraded to be the Cinderella of our 
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profession, and, glass slippers being as rare as chameleon- 
uria, the quicker she returns to mother’s lap the better. 
The alternative is an embarrassing tumble between the 
bed and the bench. 


So I would have your nephew remember that he is 
before all things a pathologist. When he reaches a respon- 
sible post let him use his technical staff to the limit of 
their skills. He must remain responsible for their errors 
and should not let any report leave the laboratory unseen 
and unsigned. He will not detect every inaccuracy, but 
he should know enough to recognise improbabilities. If 
his colleagues seek his advice, let him give it freely as a 
sage and not as a phlebotomist hired by those too idle 
to do their own venepunctures. But otherwise his day 
is his own to do as he wills: no operating, no out- 
patients, no teaching. He may spend it writing letters 
to THe Lancet; or attending meetings (committee, 
scientific, or race); or even in the quiet pursuit of 
knowledge. A nice life. 

Your nephew has another advantage. I hope all selec- 
tion committees remember that anglers are classed with 
‘‘ very honest men ’’—and quite right too. 


Yours sincerely, 
Harry Hawke. 





Public Health 





Hygiene in Food Establishments 


IN a report on the health of Luton in 1954, the borough’s 
chief sanitary inspector, Mr. G. F. Macefield, describes 
an investigation into the efficiency of dish-washing 
processes in public eating-places. In 29 establishments— 
such as canteens, school kitchens, hotels, and public 
restaurants—swabs were taken from 308 utensils, 
mainly plates, cups, and beakers. 249 swabs yielded 
fewer than 100 colonies per utensil (the bacteriological 
standard which, in the United States, is regarded as 
hygienically satisfactory) ; 19 yielded 100-200 colonies ; 
5 yielded 300-500 colonies ; 10 yielded 500—1000 colonies ; 
and 16 yielded more than 1000 colonies. But the report 
adds that ‘‘ these figures must be considered in con- 
junction with the results from other utensils taken at the 
same time and on this basis it was found that quite a 
high standard of hygiene was achieved in the establish- 
ments visited.” 


England and Wales in 1954 


The Registrar-General publishes this week further 
details ' for England and Wales in 1954: some pro- 
visional figures had already been given in an earlier 
return.? The estimated total population for the year 
was 44,480,000, an increase of 190,000 over the estimate 
for 1953. More people died from accidental poisoning, 
burns, and falls during the first nine months of 1954 
than during the corresponding period of 1953. In the 
first three quarters of 1954 there were 753 deaths from 
accidental poisoning (658 in 1953), 621 deaths from 
accidental burns (522), and 4020 deaths from accidental 
falls (3327). The number of suicides was 3822, compared 
with 3542 in the first nine months of 1953. The total 
number of deaths from respiratory tuberculosis in the 
whole of 1954 was 7069, compared with 7913 in 1953. 
Since 1947 the respiratory-tuberculosis death-rate has 
fallen by more than 65% The provisional cancer 
death-rate in 1954 was 2222 per million population for 
men and 1862 per million for women. The corresponding 
figures in 1953 were 2165 and 1835 respectively. The 
rise in the rate for men includes an increase from 607 
to 657 per million in deaths assigned to cancer of the 
lung and bronchus, making a total increase of 70% 
since 1947. 





1. Registrar- -General’s Quarterly Return, no. 424. H.M. Stationery 
Office. Pp. 35. s.; Registrar-General’s Weekly Return, 
no. 13, 1955, H. M. Stationery Office. Is. 

2. See Lancet, Jan. 29, 1955, p. 248. 
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Infectious Diseases in England and Wales 


Week ended March 











Disease Be hed Ted re 
| } 
5 | 18 |- 19 26° 

AE ES A RA ORE AE: OTTO IY | nye. hme 
Diphtheria. ie ie st eee 9| 10/11 
Dysentery ai a ay .. | 1265) 1427| 1830] 1815 
Encephalitis : 

Infective a on as aie * 2) 3 4 

Postinfectious ‘¥ a re 3} 3] ‘3 oe 
Food-poisoning ig a's 111 181 121 118 
Measles, excluding rube ‘ee .. |26,453 |25,437 |29,135 | 28,682 
Meningococcal infection = a 32 52 48 41 
Ophthalmia neonatorum i in 7 37 25 33 45 
Paraty phoid fever aa 5 8 7 4 
Pneumonia, primary or influe nzal “> 955 963 983 984 
Poliomyelitis : 

Paralytic nas a — Hee 1 9 10 6 


1 
Non-paralytic 3 3 4 
235 252 264 247 
48 





Puerperal pyrexia és we 2 
Searlet fever .. 7 ots ie 6 782 842 815 
Smallpox a 0% e* 
Tuberculosis : 
Respiratory .. % aia bik 716 623 692 646 
Meninges and C.N.S. me adi 16 15 9 12 
Other. - 2 aa ov 80 95 83 74 
Typhoid fever oe ee Ss “s 3 —- 2 2 
W hooping-cough dé - ia 1834; 1883] 1936 1867 














* Not including late returns. 


Scotland in 1954 


In a preliminary return for 1954 the Registrar-General 
for Scotland ! reports that the birth-rate continues the 
rise which began last year. At 18-0 per 1000 population 
the birth-rate was 0-2 more than in 1953. The infant- 
mortality rate was 31 per 1000 live births—the same as 
last year when the rate reached a new low record. The 
death-rate of 12 per 1000 population was 0:5 above the 
1953 figure, but 0-3 below the average for 1949-53. The 
tuberculosis death-rates are the lowest ever recorded. 





Medicine and the Law 





Negligence Action Settled 


A Yorkshire miner has been awarded £350 agreed 
damages in respect of paralysis of the ulnar nerve 
following an injection in the left arm.? 


The plaintiff, aged 50, was admitted to the Castleford, 
Normanton and District Hospital in November, 1951, for an 
operation for perforated peptic ulcer. He was put to bed 
about 8.30 a.m., and a male nurse gave him an injection of 
‘Omnopon’ and scopolamine. At about 9 a.m. he was taken 
to an operating-theatre and given an injection of thiopentone 
by the anesthetist. The injection caused him pain and he 
became unconscious. The operation was performed by a 
house-surgeon. During the operation, it was alleged, the 
surgeon and the anesthetist were responsible for the care of 
the patient. The plaintiff recovered consciousness at about 
5 p.m. that day and saw that his left arm, which was painful, 
was tightly bandaged. The next day the bandage was 
removed, and he saw that his arm was black and swollen. 
It remained in that condition until he was discharged. 

The plaintiff sued the hospital management committee, the 
surgeon, the anzsthetist, and the male nurse. It was alleged 
that, in injecting the thiopentone intravenously, the anzs- 
thetist had allowed the drug to penetrate into the surrounding 
tissues of the arm ; that the bandage was applied too tightly ; 
that the defendants failed to observe the swelling of the arm 
and to slacken the bandage at the first opportunity ; and that 
the arm during the operation was allowed to lie in such a 
position on the table as to cause the paralysis. 

Evidence was given by a general practitioner, whose patient 
the plaintiff had been for a number of years, that there was 
nothing wrong with the patient’s arm and that he had never 
had any trouble with it. 


During the trial a settlement was reached, damages 
being awarded against the management committee and 
the anesthetist, and the plaintiff withdrawing the 
allegations against the surgeon and the male nurse. 





1. Quarterly Return of the Registrar-General, Scotland, for the 
Quarter ended Dec. 31, 1954. H.M. Stationery Office. Pp. 40. 


2s. 6d. 
2. Yorkshire Post. March 29, April 2, 1955 
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Parliament 





Health and Welfare of Non-industrial Workers 


In the House of Commons on April 1, Mr. HAROLD 
DAVIES moved the second reading of a private member’s 
Bill to implement the recommendations of the Gowers 
Committee on conditions of work among non-industrial 
workers. Since the report of this committee was pub- 
lished at the beginning of 1949, the Government had 
made promise after promise, and now they had the 
opportunity to act. 12 million people working in 
agriculture, on the railways, in shops and offices, cinemas 
and theatres, in the catering trades, and as dental 
mechanics were unprotected by statutory minimum 
standards. The Bill laid down standards for their health, 
welfare, and safety. 

Mr. HEATHCOAT AMoRY, Minister of Agriculture, agreed 
that the absence of a statutory code for non-industrial 
employment was an unjustifiable gap in our protective 
legislation. Since the Gowers Committee reported, how- 
ever, the Government departments concerned had 
translated many of their recommendations into concrete 
proposals which had been circulated to interested organisa- 
tions as a basis for discussion and future legislation. A 
vast amount of comment on these proposals had been 
given detailed consideration. The Government were in 
entire agreement with the general object of the Bill, but 
in their opinion this subject was much too wide and com- 
plex to be dealt with properly by a private member’s 
bill. Any legislation which was introduced not only must 
be fair to all parties, but must be capable of effective 
enforcement. Time could not be found in the remainder 
of the present session to do justice to such an important 
measure. But the Government had already made it 
clear that it was their intention to introduce legislation 
of broadly the same scope as soon as parliamentary time 
could be found. 

QUESTION TIME 


Recruitment of Dentists 


Replying to a question, Mr. [ary Mactxop, the Minister of 
Health, announced the eleven members of the Interdepart- 
mental Committee, which he has set up, with the Secretary of 
State for Scotland, to ascertain the reasons for the lack of 
candidates for training as dentists. Sir Arnold McNair, Q.c., 
is to be the chairman and the medical and dental members 
are: Mr. J. E. H. Duekworth, Sir Wilfred Fish, Prof. A. P. 
Thomson, Mr. J. L. Trainer, Mr. R. O. Walker, and Prof. 
F, C. Wilkinson. 

Training of Nurses 

Replying to a question, Miss Patricia Hornspy-Smirsa, 
parliamentary secretary to the Ministry of Health, said that 
the Minister was inviting representatives of the London 


teaching hospitals to discuss the further secondment of student _ 


nurses with his officers next month. At Dec. 31, 1953, the ratio 
of beds to nursing staff was 1-27 to 1 in the London teaching 
hospitals, and 1-79 to 1 in general hospitals under the Metro- 
politan regional hospital boards. 


Hospital Pharmacists 


Replying to questions, Mr. MaciEop said that he was aware 
of the shortage of pharmacists in the hospital service. In 
August last there were deficiencies on complements of 281 in 
the basic grade and 64 in the senior grade. There was no 
nationally agreed salary for hospital pharmacists. Payment 
varied according to the prevailing rate in the area. In the 
Metropolitan area the standard salary of a hospital pharmacist 
in the basic grade was £450 a year at age 23, rising by annual 
increments of £25 to £575 with an extra £20 or £30, according 
to age. A claim for salary increases was before the Pharma- 
ceutical Whitley Council. It was true that in many cases 
locums were not as well qualified as the men under whom 
they must serve, but that by and large they got substantially 
more than the permanent officers. The question whether 
there should be national rates for locums was a matter that he 
was sure that the two sides of the Whitley Council would 
discuss in the negotiations. 


Group-practice Loans 


Replying to a question, Miss Hornsspy-Smiru said that at 
the end of March, 1955, in England and Wales, some £36,000 


had been paid to eleven partnerships, including 38 doctors, 
as loans for the establishment of group practice, 


Needs of Elderly Patients in Edinburgh 

Mr. E. G. Writs asked the Secretary of State for Scotland 
if he was aware that in a recent survey in Edinburgh, made by 
159 doctors of 5086 elderly patients, it was discovered that 
there was a large need for physiotherapy ; that some 1274 
had need of domestic medical assistance and 1270 were in 
need of nursing, hospital treatment or rehabilitation.—Com- 
mander T. D. GaLsraits replied : This survey was conducted 
as part of a joint study, in which Edinburgh Corporation and 
the South-Eastern Regional Hospital Board are participating, 
of the needs of elderly patients in Edinburgh. The assessment 
of its findings, in particular as to the relative importance of 
the various needs reported by the general practitioners, is a 
matter primarily for these authorities, who will I am sure 
take careful note of them in considering the development of 
the various services for which they are responsible under 
statute. 

Mr. Writxi1AM Ross asked the Minister whether, in conse- 
quence of the findings of the survey, he would institute a 
national survey into the condition and needs of Scotland’s 
chronic sick and old people.—Commander GALBRalIrT# replied : 
Arrangements of varying kinds have been made in different 
parts of the country for the joint study by local authorities, 
hospital boards, and executive councils of the needs to be met 
by their services catering for old people and the chronic sick. 
But the survey procedure adopted in Edinburgh has not been 
employed elsewhere ; and its findings have still to be evaluated 
by the bodies concerned. 


Priority Dental Treatment in Scotland 

Replying to a question, Mr. James Stuart, Secretary of 
State for Scotland, said that in the 12 months to June, 1952, 
it was estimated that expectant and nursing mothers, children, 
and those under 21 years of age received 198,000 courses of 
dental treatment, or 17% of the total provided under the 
general dental service. In the 12 months to December, 1954, 
the number of such courses was about 650,000, or 57% of the 
total. 

Radioactive Content of London Atmosphere 

Dr. Barnett Srross asked the parliamentary secretary to 
the Ministry of Works, as representing the Lord President of 
the Council, when measurements were first commenced in 
London on the radioactive content of the atmosphere ; for 
how long such measurements had been taken by the physics 
department of the Marsden Hospital ; and how the technique 
used there compared with or varied from that used by the 
Medical Research Council.—Mr. J. R. Bevriys replied: No 
measurements of atmospheric radioactivity in London earlier 
than 1947 are known. Since that date measurements of 
radiation backgrounds have been made in the physics depart- 
ment of the Royal Marsden Hospital ; these are the measure- 
ments made under the auspices of the Medical Research 
Council. Other measurements made in the physics department 
since 1930 were designed to ascertain the degree of exposure of 
workers using X-ray apparatus and radium. 


Spastic Paralysis and Cerebral Palsy 

Replying to questions, Mr. James Sruart, Secretary of 
State for Scotland, said that compulsory notification had 
hitherto been confined to infectious conditions, and he did 
not think there was enough to be gained to justify a proposal 
to depart from that principle for spastic patients. Medical 
officers of health in Scotland had been asked to include, in 
their annual reports for 1954, statements of information 
available about the incidence of spastic paralysis or cerebral 
palsy in each area, and to review the facilities available under 
the local health services for people with this handicap. They 
had also been asked to review the degree to which these 
facilities were being coérdinated with the diagnostic and 
treatment services and with the welfare services. When this 
information had been received, he proposed to consider the 
position further. 


Fluoride Content of Water-supplies 
Replying to a question, Mr. Duncan Sanpys, Minister of 
Housing and Local Government, said that the officials of the 
Ministry were collecting information about the fiuoride 
content of the water supplied by statutory water-undertakers 
in England and Wales, beginning with those serving a 
population of more than 100,000. 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


THE newspaper strike, to most a passing inconvenience, 
has shattered the pattern of my life. It happened like 
this. For nearly ten years now I’ve belonged to the best 
of all clubs—a carriageful of commutors on the 8.8 to 
Town. There was the bowler-hatted Times, whom I 
judged to be a senior Civil Servant; three Daily Tele- 
graphs; a fellow who clearly didn’t know his own mind, 
since in the autumn of 1948 he switched from the Wail 
to the Express ; and a parvenu left-wing newcomer, with 
us only since 1949, who despite our silent disapprobation 
stuck to the Herald. Yet even him we eventually absorbed 
into the group. 

The strike came ; and we faced each other, unshielded 
for the first time. For several mornings the Times 
opposite me gazed resolutely at Sunny Ilfracombe above 
my head; and I read, above his, How to Get Free 
Insurance Every Sixth Year. We couldn’t go on like 
that: the mounting tension had to be released. Yester- 
day morning a stranger got in with the Manchester 
Guardian under his arm, and with oafish mindlessness 
for the prevailing sense of strain sat down and began to 
read it. We looked at each other: unanimity was 
complete. As we handed round the divided sheets a 
little ripple of talk sprang up and the ripple grew to a 
torrent. The Times, I learnt, was a successful bookmaker 
who liked to keep himself up with world affairs ; while 
the Herald was a Conservative Party official who believed 
in knowing the enemy. But this bout of chattering was 
inevitably followed by reaction. As the train drew into 
the terminus the thaw ended, and we parted with 
uncertain gestures of farewell, leaving the Guardian to 
gather his scattered pages. 

Farewell indeed it was. This morning I got into our 
accustomed carriage. Only the Herald was there; and 
he hastily hid his face behind the Spectator. The others 
were risking no repetition of yesterday’s debauch. I 
shall miss our silent club. But, thank heaven, we British 
have our standards—which brook no garrulousness on 


the 8.8 to Town. 
* ” * 


Whether to tell the doctor is a complex problem, but 
an accepted ethical hazard of being a patient. For 
instance, when ill with a high temperature, pains in the 
back and limbs, and a headache, you may suggest that 
you have flu, though there is always the risk that your 
doctor will bitingly reply that it is his job to make the 
diagnosis. On the other hand merely to enumerate your 
symptoms may attract a diagnosis of ‘“ mild pyrexia 
with hysterical overlay.’ The solution is to know your 
doctor and-treat him as a whole person with a definite 
personality and background. If you are suffering from 
vague aches and pains, not clearly fitting any described 
disease, then your problem is more difficult. If you are 
certain you have a completely new disease, then the more 
details you can describe the better. Of course your 
illness will be called after the doctor, unless your name is 
Easter, Whitsun, or August, and the publication of your 
illness occurs at the topical bank-holiday, but that is 
really a small loss for having a real illness. If you are 
not so lucky as to have a new disease, then beware! 
Study your doctor and decide whether you need medicine 
or sympathy. If the former then stress the dominant 
pain and keep quiet about the others; if the latter 
throw out some hints about pressure of work, hard- 
hearted parents, bureaucracy, and Civil Servants (always 
a winner). Don’t tell him straight away that it’s your 
nerves, but let him tell you, and don’t whatever you do, 
follow up his diagnosis by asking ‘‘ which nerve? ”’ 
Remember only the doctor may make such jokes; for 
the patient to do so shows a blunting of affect and 
shallowness of emotion. The doctor will reassure you 
that-though he agrees that your pain is really there, it 
isn’t really. You may well leave him muttering 

As I was going up the stair 

I had a pain that wasn’t there. 

It wasn’t there again today, 

I wish my pain would go away. 
* * * 
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I was listening the other day to the long, sad story 
of an unwanted child, and of her ill-treatment by her 
parents, the world in general, and her fellow patients— 
which had precipitated the present crisis—when my 
somnolence and dutiful yes, yeses were rudely shattered. 
Striking her most dramatic pose she sobbed: ‘‘ Oh! 
I wish I were dead! Oh! Doctor! Give me Oblivion.” 

Covering my confusion with a gentle ‘‘ now! now!” 
I thought of warning Sister, calling psychiatric aid, and 
delivering a little homily dissociating myself from the 
recently expressed view of certain management com- 
mitteemen. But was saved further mental exertion 
when she remarked: “ A friend of mine recommended 
it and said she had found it wonderful.” I hurriedly 
agreed and joined her in a quick drachm stat. 

* ~ * 

Our small Canadian hospital is trying to organise 
itself to meet the requirements of the Joint Commission 
on Accreditation of Hospitals, an august body with 
headquarters in Chicago. The medical staff is enforcing 
the following formalities on itself : 

Patients’ histories must be written within 48 hours of 
admission, before any operation is performed, and on a 
standard form with a terrifying check-list of all imaginable 
signs, symptoms, and possible previous illnesses. These are 
checked by the records committee which is composed of three 
members of the medical staff. 

A tissues committee checks the operation done by the surgeon 
with the preoperative diagnosis and the pathologist’s report 
on the operation specimen. The question was raised at one 
staff meeting as to who checked the pathologist, but after a 
slight pause this blasphemy was skated over. 

A Gallup poll has apparently established norms of permitted 
medical naughtiness. For instance, you are permitted to 


‘remove up to 15% of tissue later reported normal patho- 


logically ; to have up to 1% of patients die in the first ten 
postoperative days; to have a maternal death-rate of up to 
0-25% and a neonatal death-rate of up to 2%. But anything 
over the norm is held to be distinctly fishy and in need of 
investigation. 

A credentials committee assesses the qualifications of staff 
members and suggests promotion or demotion. 


As our staff, like the hospital, is small, almost every 
doctor is on at least one committee. Consequently 
Dr. X on the tissues committee cannot be too uppitty 
with Dr. Y (whose appendix was reported by the patho- 
logist to be normal, though in the middle of the night 
before operation it appeared clinically so acute) because 
Dr. X Knows full well that Dr. Y is on the records com- 
mittee and Dr. X has been rather slack with his histories. 
Justice therefore tends to be tempered with mercy. 
I think we shall manage all right; being doctors we 
know only too well the fallibility of medicine as a science. 

* + * 

He was a curious character—long-haired, pedantic of 
speech, and in his middle thirties. Once an antique 
dealer, he was now odd-job man in a doss-house. He 
had had attacks of acute pulmonary cedema and he had 
murmurs in his heart about which the experts found it 
hard to agree, so that he was a difficult case to teach 
upon. However, he seemed to enjoy the class and 
corrected his student’s history several times. As we left 
his bed after much discussion he said: ‘‘ Excuse me, 
Sir, but if I may make one further observation, I suggest 
that my murmurs are neither systolic nor diastolic, but 
apostolic.”’ 

- « * 
I see, as I go round the town, 
How one goes up and one goes down ; 
How brother clasps the hand of brother 
And how they knife at one another. 


A beech tree standing in a glade 

Smothers its offspring with its shade. 

The little beeches scarce will thrive 

While the ancient beech remains alive. 

Day by day and hour by hour, 

Strength vies with strength and power with power 
To urge on us and every nation 

A thermonuclear termination. 

This isn’t the whole of the truth about man. 

So think up the rest of it if you can, 
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Letters to the Editor 


PREPARATION FOR WAR 

Sir,—Though hardly anybody anywhere wants a 
third world war, we see a continuing increase in prepara- 
tions for war, with a progressive accumulation of power 
to destroy life. The preparations made by each opposing 
group are regarded by the other as a threat to life and 
liberty ; but governments are not averse from engender- 
ing fear, because they believe it will deter their opponents 
from aggression. The world’s governments are acting, 
in fact, as though they believed that the increase of fear 
is in the interest of peace. It is, of course, just possible 
that this belief will be eventually justified—that, when 
all countries have enough reason to be frightened of war 
they will prefer some lesser risk. On the other hand it is 
quite certain that the immediate effect of fear is to 
induce nations to amass more arms. With very few 
exceptions, students of human motivation believe that 
fear facilitates the outbreak of war, and that peace is 
more likely to be gained by diminishing fear than by 
increasing it. 

From childhood onwards we all go through a series of 
crises in which a choice has to be made between (1) facing 
and accepting facts, however unwelcome, and (2) trying 
to dominate the situation for our own purposes. In 
biological terms, our problem is to know how far we ean 
adapt our environment to ourselves, and how far we 
must adapt ourselves to our environment. Complete 
subjugation of the world to one’s wishes is possible only 
in fantasy : the attempt to enforce it in reality, by sheer 
force of will or by loudness or plaintiveness of demand, 
is effective only in the special circumstances of the child. 
At the same time, complete submission of the self to the 
demands of others is neither necessary nor desirable. 
Success is attained mainly by adapting ourselves to the 
needs of others and so influencing them to help us. 

From childhood onwards we learn the great truth that 
people, like things, have to be understeod before they 
can be controlled. Any attempt to convert an enemy 
into a friend needs courage: there must always be some 
risk that he will attack as soon as one has lowered one’s 
defences. But the major difficulties are not our justifiable 
fears so much as our self-deceptions, which trap us into 
trying to triumph completely, as in a world of infantile 
omnipotence, rather than to achieve mutual under- 
standing and constructive mutual surrender in the 
world of reality. 

It is convenient, for mental comfort, to believe that 
those who conform to one’s wishes are good, while those 
who seem to frustrate them are bad. Moreover, if men 
can make themselves believe—as they can and do—that 
the majority of the good people are on their own side of 
the curtain, while the majority of bad people are on the 
other, conflict is more effectively externalised. On both 
sides people need someone on whom to project their own 
antisocial wish to dominate their neighbours, of which 
they themselves disapprove ; and thus each side performs 
for the other the comforting service of scapegoat. But the 
price of such self-deception is incalculable. What can 
we really expect from the mutual fanning of suspicion, 
fear, and hatred ? 

London, W.1. 





J. NORMAN GLAISTER. 


GENETIC EFFECTS OF THERMONUCLEAR 
EXPLOSIONS 
Str,—I wish it were possible to share Dr. Carter’s 
optimism, in his letter last week, about the possible 


genetic effects of experimental thermonuclear explosions 
in peace-time, but his expectations regarding ‘“ the 
eugenic counter-measures which mankind will surely 
take ’’ are nothing more than wishful thinking of the most 
unrealistic type. It is regrettably plain to anyone with 
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much experience of human affairs that in conditions of 
even uneasy peace eugenic strivings will be defeated by 
religious or conscientious scruples, by basic human 
urges, and even by a sort of sheer cussedness which will 
defy the advice of the Eugenics Society precisely because 
it is the advice of such an organisation! If world-wide 
nuclear war should break out perhaps these scruples will 
be overcome or over-ruled, but it is doubtful whether 
organised government will persist in such a form as to 
be able to apply eugenic principles in time. The most 
one can hope is that a few people, at the end of a long 
time, will have started practical fumblings toward what 
Dr. Carter would like to see. 

With the more optimistic among the scientists I hope 
that the tolerance of human genes to radiation is many 
times greater than the present level of background 
radiation, but it is possible that in fact humanity has 
achieved only a marginal adjustment and that anything 
over, say, a doubling of the present sea-level amount 
might be dangerous. We do not know and cannot know 
until a good deal more research has been carried out. 

Two things, however, are known : that genetic damage 
is irreversible and that a considerable part of the radio- 
active material liberated by these explosions remains, to 
all intents and purposes, permanently active. It follows 
that by the time human observation shows that the 
danger-point has been.reached the damage will have been 
done and nothing will undo it. Common prudence would 
suggest, therefore, that experimental explosions should 
cease until such time as investigations have provided a 
little more information as to what level of radiation can 
be regarded as safe. In spite of the difficulties involved in 
extrapolation, two or three years of intelligently planned 
laboratory experiment ought to give some interim 
approximate result and might indicate a permissible 
rate at which the physicists might continue to let off their 
fireworks. 

Some highly reputable physicists have already said 
that the next stages in the development of nuclear 
weapons can be carried on without test explosions. 
Politically, therefore, a suspension of explosions while 
intensive genetic research goes on is feasible and safe. 
Medically and eugenically it is hard to see why any 
doctor should hesitate to press for such a suspension. 


Public Health Department, 


Colchester. Joun D. KERSHAW. 


Sir,—Why does Dr. Carter consider desirable the 
maintenance of the human species in its normal, estab- 
lished genetic pattern? To what end does he hope 
mankind “is prepared to undertake control of his own 
evolution,”’ or to wliat purpose does he think mankind 
“will surely take’’ eugenic counter-measures against 
‘irreversible genetic deterioration’? ? What civitas 
does he see ahead ? 

As a second question, may I ask him whether the 
“methods of achieving highly selective reproduction ” 
would be applied as a dictate of intelligent (and free) 
planning, or as the inevitable (and not freely chosen) 
result of mankind’s instinct for self-preservation? If 
the former, again may I ask what is the aim of the plan ? 
If the latter, I wonder if this instinct itself is genetically 
typed and likely to be influenced by mutations. 

Holt, Norfolk. J. N. Cozens-Harpy. 


THE DOCTOR, HIS PATIENT, AND THE 
ILLNESS 

Sir,—I read with great interest Dr. Balint’s article 
of April 2. Most of us have met the patient who needs 
a “bad” doctor, but I, as a consultant, only met him 
once. 

It was one of my earliest consultations. An elderly man 
came to me complaining of hairy black tongue. I had seen 
the condition in dogs, but though I knew it occurred in man, 
I had never met it. I inquired about diet and I found that he 
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lived largely on bread and meat, and was therefore flatulent 
and constipated. 

He handed me two sheets of foolscap on which were cata- 
logued the opinions and advice of 17 leading skin specialists 
in England, France, and Germany, and with great joy he 
told me they were no use at all. Though not a leading specialist, 
I was considered worthy to contribute my scalp. 

I advised him to eat more vegetables and fruit and to have 
ultraviolet light (new in those days when there were no 
vitamin-B preparations). His black tongue vanished at once, 
and he never forgave me. His cherished symptom and his 
list of bad doctors were his raison d’étre and, reverting to his 
old ways, he did not live very long, for which he was thankful, 
I believe. 


Bitton, near Bristol. A. T. Topp. 


CLINICAL STAGING OF CARCINOMA OF THE 
BREAST 


Str,—I should like to be allowed to add a footnote 
to Mr. Michael Harmer’s letter of March 26. 

There is associated with this department, which is 
responsible for statistical analysis of data relating to 
eases of cancer registered in England and Wales, a 
committee under the chairmanship of Dr. A. H. T. 
Robb-Smith which advises ov cancer statistics generally 
and on the national regist: ‘ion scheme in particular. 
At recent meetings this cummittee, which is a sub- 
committee of the Registrar-General’s Medical Advisory 
Committee (chairman, Sir Ernest Rock Carling), has 
been much concerned with the problem of establishing 
uniform systems of staging. Largely for the reasons 
enumerated by Mr. Harmer, it has selected the breast 
as the most suitable site for immediate study. In doing 
this, the committee is, of course, taking account of 
various existing methods of staging, including those 
considered at the sixth congress of the International 
Union against Cancer. 


General Register Office, 


London, W.C.2. R. M. BLAIKLey. 


BURNS FROM ELECTRIC BLANKET 

Srr,—Dr. Neville Davis (April 2) writes about a child 
who received a shock from an electric blanket which had 
become wet with urine. The danger is from using electric 
blankets heated directly from the mains. By far the 
safest plan is to have a blanket taking its current at a 
voltage not greater than, say, 20 from the output side 
of a mains transformer. Suitable transformers can be 
bought new, made up to specification, or obtained second- 
hand. The transformer should have an output of about 
400 watts ; the secondary side should be tapped to give 
20 volts and 6 volts. The cost of a new transformer is 
about £4 and a second-hand one about 35s. 


An electric blanket measuring 4 ft. 6 in. x 5 ft. (suitable for 
a double bed) can be made up from two bed sheets or any 
similar material between which is threaded 45 yards of plastic 
covered bell wire (outside diameter 1 mm.) obtainable from 
Woolworths at 1'/,d. per yard. The wire is threaded back- 
wards and forwards across the sheets and the sheets machined 
between each turn and around the edges; the two ends of 
the wire are brought out of one corner. 

The transformer should be mounted in a good strong box, 
the mains side wired in three-core rubber cable and properly 
earthed. The secondary side should be switched to give the 
output either from 20 volts (high) or 6 volts (low) ; this side 
may be earthed to the frame of the transformer. The trans- 
former box is placed near the head end of the bed and the 
blanket plugged into a 2-amp. socket with a two-pin plug. 

On a bitter cold night the bed will be warmed up to luxury 
comfort in about twenty minutes when switched on “ high.” 
If then switched to “low” and left it ‘will be very pleasant 
all night. On a less cold night it can be switched off altogether 
when about to go to sleep. 


The blanket is absolutely safe. There is no danger 
from shock through passing urine in the bed or spilling 
water when washing or bathing an invalid. The blanket 
can be made at home for about £1. The transformer can 
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be mounted in a box and wired also at home if father is 
a competent craftsman; or it can be done outside for 
about £5. The total cost is about £6 as against about £12 
charged for mains-voltage electric blankets. We have had 
one in our house throughout this past winter; the 
comfort of it is wonderful. 
Twickenham, Middlesex. 
SURGERY IN HA MOPHILIA 

Str,—Dr. Walker’s most interesting and full report 
(April 9) of gastrectomy in a hemophiliac undoubtedly 
succeeds in its main object—that of underlining the 
extreme risk of surgery in hemophilia, however mild. 
Even minor operations should be avoided in these 
patients whenever possible, and only carried out under 
cover of transfusion and with full laboratory control. 
Major surgery should be resorted to only if it provides 
the one hope for the patient’s survival. 

Exchange transfusion, as carried out in Dr.- Walker’s 
patient, affords the best preoperative preparation at 
present generally available. In view of the admitted 
instability -of antihemophilic globulin in vivo as well 
as in vitro, however, operation should be performed as 
soon as the exchange is completed. It is probable that 
Dr. Walker’s patient would have required less blood and 
plasma postoperatively had the gastrectomy been per- 
formed immediately after the exchange transfusion 
instead of twenty hours later. 


St. Thomas’s Hospital 
London 8.E.1. 


THE ACTION OF CHLORPROMAZINE 


Str,—I am glad that Professor Samson Wright 
(April 2) is prepared to suspend judgment on the uncon- 
ventional explanations offered by French authorities. In 
fairness to them I feel I must point out that it is difficult 
to set out in a brief review the results of twenty years’ 
research by a team of full-time workers, and it is possible 
I have not done full justice either to their experimental 
methods or their explanation of their findings. Further- 
more, the fact that their work is little known in Anglo- 
Saxon countries is explained in part by their isolation 
during the German occupation of France, and in part 
by their reluctance to publish their failures to achieve a 
satisfactory method of preventing the development of 
their syndrome. 

In 1935 O’Shaughnessy and Slome? came to rather 
similar conclusions after their work which showed the 
effectiveness of spinal anesthesia in preventing the 
development of traumatic shock in cats. After noting 
the ineffectiveness of attempts to compensate for fluid 
loss by intravenous therapy, they stated : 


J. MADDISON. 


R. M. Harpisty. 


““ Up to the present, apart from perfunctory administration 
of morphia, too little attention has been paid to the nervous 
side. The body possesses ample reserves of fluid and the 
shocked case who recovers does so . . . because he has been 
able to replenish a diminished volume by drawing on natural 
resources. We have suggestive evidence that .. . it is the 
continuance of abnormal impulses which prevents this natural 
reaction on the part of the organism and if these impulses 
can be controlled, this favourable reaction takes place. Some 
better method of controlling nociceptive impulses may be 
devised—but control in some form is essential for the successful 
treatment of this syndrome.” 

Over 50 years ago George Crile reached rather similar 
conclusions on which he based his anoci-association and 
kinetic theories of shock. Present-day opinion seems to 
agree about the specificity of the reactions of the organism 
to non-specific aggression or ‘‘ stress,’’ although attention 
in this country and America seems to have been directed 
towards endocrine activity to supply the explanation. In 
spite of this, little significant progress has been made 
with endocrine extracts in the prevention of the evolution 
of these syndromes. 











1. O'Shaughnessy, L., Slome, D. Brit. J. Surg. 1935, 22, 617. 
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It would appear, therefore, that neurogenic theories 
deserve re-consideration, and it is hoped that Professor 
Samson Wright’s restrained and open-minded attitude 
will encourage further study of French ideas in this 
country and America. 


London, 8.E.1 


ak st spi 3 
‘ee. 2m D. A. Buxton HOPKIN. 


IRON-DEXTRAN COMPLEX IN MICE AND MEN 

Str,—We feel that certain comments are called for 
by the interesting observations reported by Dr. Nissim 
in your issue gf April 2. The administration of the iron- 
dextran complex ‘Imferon’ to mice in doses which 
provided 500 mg. of metallic iron per kg. of body-weight, 
with survival of the animals, was only possible because of 
the exceptionally low acute and chronie toxicity of this 
complex. Such large doses permit a degree of experi- 
mental siderosis never hitherto achieved. They are 
therefore of interest in relation to hamochromatosis, 
post-transfusion hemosiderosis, and nutritional cyto- 
siderosis. 

It should be emphasised, however, that doses of this 
magnitude bear no relation to even the greatest degree 
of therapeutic excess. The usual total dose in man is 
20 mg. per kg., and in any event is unlikely to exceed 
50 mg. per kg. As Dr. Nissim has pointed out? in con- 
nection with intravenous saccharated iron oxide : 

‘“ The doses required for the production of lesions in the rat 
and mouse are not less than 1-0 g. Fe/kg. given over a period 
of 3 months. This corresponds to 60 g. Fe for a 60 kg. adult, 
and would require some 50 courses of treatment in a case 
wrongly diagnosed as iron deficiency anemia.” 


In Dr. Nissim’s experiments with imferon the maxi- 
mum dose was increased up to 3 g. Fe per kg. over a 
period of six weeks or less—in animals which were 
neither anemic nor depleted of their body-iron reserves. 

In the ordinary course of pharmacological testing 
of imferon its acute and chronic toxicity were studied. 
Within the limits of dosage applicable to man, with 
a wide margin of safety, no depression of spermatogenesis 
was observed in mice and rabbits. Single doses in mice 
ranged from 100 to 1375 mg. Fe per kg. intravenously. 
The animals were killed six days later and the iron 
deposition in the testes was found to vary from a few 
granules in occasional interstitial cells (at the lower 
dose) to heavy infiltration associated with fluid staining 
blue by Perles’s method (higher doses). In the rabbit, 
a dose of 650 mg. Fe per kg. intramuscularly revealed 


1. Nissim, J. A. J. Path. Bact. 1953, 66, 185. 
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only a seanty retention of iron in the interstitial tissue 
of the testes six weeks later. In no instance was there 
evidence that spermatogenesis was in any way impaired. 
The statement that the deposition of iron in the testis 
following imferon is ‘‘ more massive than in any other 
organ in the body” presumably refers to retention of 
iron after eleven weeks, since the initial iron deposition 
is of course heaviest in liver and spleen. 

The significance of the difference between dextran-iron 
and saccharated oxide of iron becomes evident when one 
compares serum-iron decay curves (see accompanying 
figure). Whereas the greater part of the saccharated 
oxide leaves the circulation within the first few hours 
after intravenous administration, imferon persists for 
days and so results in the blue-staining fluid observed 
by Dr. Nissim. The suggestion that a smaller particle 
size is responsible is not borne out by our observations on 
the iron content of peritoneal fluid after the intravenous 
administration of the two forms of iron into mice in 
doses of 200 mg. Fe per kg. The values were (in mg. Fe 
per 100 ml.) ‘ Ferrivenin’ 0-374, imferon 0-566. For 
ferric ammonium citrate Dr. Nissim gives values of 12-5 
and 7-5 following doses of 180 mg. Fe per kg.2 The 
urinary iron excretion of imferon and ferrivenin are of 
the same order—namely 1°, in contrast to 38% for 
ferric ammonium citrate. 


L. GOLBERG 
Research Department, 


W. FEE 
Benger Laboratories Ltd., ’ * is 
Holmes Chapel, Cheshire. L. E. MartIn. 


VENEREOLOGY AND DERMATOLOGY 

Srr,—lI have read with much interest Colonel Harrison’s 
letter of Feb. 5, and, with due respect to his pre-eminent 
position and judgment, I am not sure that he is facing up 
to the problem as we have it today. 

In general, I would suggest that there is no reason why 
a good dermatologist should not at the same time be a 
good venereologist. I am quite convinced that a good 
venereologist should be a good general physician ; indeed 
I think he should be able to teach the physician something 
above the management and treatment of cerebral and 
cardiovascular syphilis. 

I have found that it is a very valuable asset to have a 
gynecologist and a dermatologist working in a venereal- 
diseases clinic and taking regular sessions there. But the 
large towns and the smaller towns are, I am sure, very 
different propositions. 

There is no doubt that the incidence of venereal diseases 
has fallen enormously in the past few years. There is 
still plenty of work to be done in the large towns, but in 
towns of about 50,000 inhabitants there is not sufficient 
work to justify many sessions per week. It is sheer waste 
of time and money for a consultant venereologist to 
attend several 2- or 3-hour sessions per week, with an 
average attendance of perhaps 6 or fewer patients per 
session in all, and less than 1 new patient per session. 

I am quite convinced that proper facilities ought to 
be given in every town of any size for the treatment of 
venereal diseases, and I am also quite sure that much 
will depend upon the enthusiasm and intelligence of the 
medical officer concerned. 

The ideal is, of course, that a v.p. clinic should be open 
all day and every day, but again that is quite unreason- 
able in the smaller towns. 

I do not believe that Colonel Harrison’s suggestion of 
an occasional visit by a consultant venereologist generally 
works well in practice. I admit that the solution of the 
staff problem is difficult, but I suggest that the venereo- 
logist in the smaller towns might well be part-time 
venereologist and part-time, say, physician, dermatologist, 
or pathologist. 

In my view, with the decline in venereal diseases, it is 
to the advantage of the medical officer to have a second 


2. Nissim, J. A. 


Brit. J. Pharmacol. 1953, 8, 371. 
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string to his bow ; and the success or failure of a particular 
clinic will largely depend upon the individual appointed : 
he should preferably be attached to the local hospital 
and should advertise (!) his specialty to his colleagues in 
the hospital and surrounding area. 


Birmingham and 


Midland Eye Hospital. Eric W. ASSINDER. 


DANGER OF VITAMIN-K ANALOGUES TO 
NEWBORN 

Sm,—In connection with Dr. Allison’s disquieting 
observations on the hemolytic effect of ‘ Synkavit’ 
in premature infants (March 26), we have carried out 
studies, during the past year, on the effect of water- 
soluble vitamin-K substitutes on rats. On the suggestion 
of Dr. Allison intramuscular injections of synkavit were 
made, at the level of 10 mg. per 100 g. body-weight, 
into rats deprived for long periods of vitamin E. Within 
a few hours most of the animals became listless or 
appeared uncomfortable, and an intense hemoglobinuria 
ensued. Except in a few cases the immediate injury was 
temporary, and both the animals and their urine appeared 
normal on the following day. 

Hemoglobinuria was never observed after injections of 
synkavit into normally nourished rats, or into rats given 
a basal diet deficient in vitamin E but with adequate 
supplements of tocopherol. When administered orally, 


synkavit appeared to be harmless even to rats deficient - 


in vitamin E. Injections of an aqueous preparation of 
vitamin K, were also harmless to such animals. Pre- 
liminary trials with vitamin-K substitutes other than 
synkavit have indicated wide variations in their degree 
of toxicity, some appearing completely innocuous but 
others much more toxic than synkavit on a weight- 
for-weight basis. 

Dunn Nutritional Laboratory, 

University of Cambridge and 

Medical Research Council. 


T. Moore 
I. M. SHARMAN. 


Srr,—Dr. Allison’s views on the possible dangers of 
the administration of vitamin-K analogues to premature 
infants are of great interest. Recent experience in the 
Derby premature-baby unit may perhaps lend clinical 
support to these views. 

The routine care of all babies in this unit was modified 
recently and the dose of water-soluble vitamin K 
(synkavit) was increased from 10 mg. once on admis- 
sion to 10 mg. t.d.s. for three days. To my dismay, 
shortly after the introduction of this routine, six babies 
developed clinical signs of kernicterus and subsequently 
died between the ages of 6 and 13 days. Their birth- 
weights ranged from 2 Ib. 6 oz. to 4b. 7 oz. Blood investi- 
gations did not show any evidence of rhesus or other 
blood-group abnormality. At necropsy, Dr. G. R. Osborn 
found typical yellow staining of the basal ganglia. 

It seems possible that the increased dose of vitamin K 
contributed to the kernicterus in these babies, though 
obviously the condition may have arisen quite fortui- 
tously. 

This was a most unpleasant experience, but I hope, Sir, 
that others may consider and comment on the implica- 
tions of Dr. Allison’s findings and this clinical report. 

Derby. BERNARD LAURANCE. 


PROTECTING THE MOTORIST 


Srr,—In your leading article of Feb. 26 you refer to 
various ways of increasing the motorist’s safety. 

I gave up a convertible (drop-head) coupé and bought 
a sedan (saloon) to secure the strength of steel should the 
car overturn. Next, I purchased a pair of safety-belts for 
the front seat. While the central belts are anchored to 
the floor on either side of the shaft, the lateral belts are 
fastened by plates and screws to the rear edges of the 
front doors (our doors are hinged at the front). As a result 
the more the doors tend to open in ~ crash, the more 
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securely one is held in place. The belts are of the airplane 
type and are easily opened. 

You suggest that such belts might be uncomfortable, 
but I am very happy with them. Because one is held 
securely there is not the fatigue of spinal flexors and 
extensors constantly contracting and relaxing to maintain 
posture. Unlike the airplane seat (deep and ‘‘ enclosed ”’), 
the motor-car seat—at least in American cars—is not of 
the bucket variety, and there is thus no sense of cramping 
as in airplanes. I agree that a harness would be better : 
one large company of car makers is said to be planning its 
manufacture. 

Both in Congress and in various State legislatures 
Bills have been introduced to make obligatory the 
installation of safety-belts in new cars. | 


Department of Pathology, 
St. Joseph Hospital, Fort Wayne 2, 
Indiana, U.S.A. 


RUPTURE OF LAPAROTOMY WOUNDS 


Str,—During the last eight years, like Mr. Mills 
(March 26), I have used continuous nylon sutures for the 
repair of abdominal wounds and hernias; but, while 
I agree that this reduces to a minimum the risk of rupture 
of the wounds or of development of hernias, it does have 
some disadvantages. 

The main disadvantage is the risk of infection and 
sinus formation, and if the method is used routinely 
then I think this complication is likely to occur more 
frequently than Mr. Mills suggests. In my units I have 
been very satisfied with this method of suturing in the 
case of hernias, but when it was being used in the repair 
of laparotomy wounds the incidence of sinus formation 
and the need to remove the nylon made us decide that 
it was not suitable in every case. 

Once infection starts it carries on until all the nylon 
is removed. It is useless to delay removing the nylon 
or to try the effect of antibiotics. The wound has to be 
opened up, the nylon removed in its entirety, and the 
wound lightly packed with tulle gras or similar dressing. 
To be content with removing only part of the nylon, 
or partly resuturing the wound after removing it, inevit- 
ably results in failure to heal. One of the disappointing 
features is that wounds that have apparently healed 
perfectly by first intention sometimes break down 
months afterwards. 

While sinus formation is the main disadvantage, there are 
two other minor complications. A few patients complain 
that their wound feels tight and they do not seem to be able 
to stretch, presumably due to the inelasticity of the nylon 
suture; and an even commoner complaint is that the knot 
forms a lump, often tender, under the skin. 

There is no doubt that sinus formation does represent a 
failure in asepsis, and I have come to the conclusion that it 
is tiot a suitable technique for standard use in a b 
teaching hospital in the dirty atmosphere of a city, with the 
theatre full of students and many of the operations being 
performed by registrars. But I have continued to use it 
routinely when working under nearly perfect conditions in an 
air-controlled theatre outside the town, with a minimum of 
persons in the theatre, and only one abdominal operation 
being done at a time. Under these conditions I have had only 
two cases of wound infection in the last eight years. 


S. M. Rasson. 


I have found that no. 7 nylon is rather stiff to use, 
feels lumpy under the skin—especially in thin patients— 
and the knots are frequently prominent and painful. 
I prefer a 44-inch length of no. 5 black nylon doubled, 
and the ends knotted. With the double length there is 
no question of the needle coming unthreaded as it so 
often does with a single length. When the suture is 
completed one width of nylon is cut, the final stitch 
is inserted, and then the two ends are tied. This makes 
for a smaller knot, and the first and last stitches can 
easily be inserted so as to make the ends turn in to the 
deeper tissues. 


Liverpool. J. B. OLDHAM. 
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BEHCET’S SYNDROME 

Srr,—The paper by Dr. Phillips and Dr. Scott (Feb. 19) 
has attracted a great deal of attention. The article, 
however, illustrates one of the main dangers of eponymous 
description. It is not true that Behget’s syndrome “ has 
seldom been recorded in this country.’’ Under a large 
variety of titles many papers have been written about it 
in England and America. A fuller bibliography was given 
by me in a paper which I wrote over 14 years ago,' and 
since then there has been an extensive literature on the 
subject. 

I myself have seen over a hundred cases of associated 
recurrent vaginal and oral ulceration, and in almost 
all of these patients the ulceration occurred with a 
definite relationship to menstruation—hence the title 
of my article was Cyclical Mucosal Ulceration. None 
of my cases had eye lesions, but do they therefore belong 
to a different nosological group? As I pointed out in 
that article, there is no doubt that many single girls 
suffer with this condition but do not report the vaginal 
ulceration to their doctors, often because of false 
modesty. 

Eight young women doctors who suffer from this 
condition have consulted me about treatment, and all of 
them have informed me that they know many people 
who are also afflicted. The great majority of the large 
number of patients whom I have seen have been single 
women. The marital state of their patients is not 
mentioned by Dr. Phillips and Dr. Scott. 

I have also seen over 30 cases of recurrent buccal 
ulceration in young men, none of whom had either 
eye or genital lesions. But surely these cases also 
belong to the same syndrome, call it what you will. 


London, W.1. M. H. Parppworru. 


A BARBITURATE ANTAGONIST 


Srmr,—The case reported by Dr. Montuschi and 
Dr. Wickenden (March 19), coupled with Dr. Harris’s 
paper (Jan. 22), prompts me to report a recent experience 
with 8,8- methyl-ethyl-gluterimide (NP 13) in the treat- 
ment of barbiturate poisoning. 


An obese woman, aged 53, swallowed phenobarbitone 
gr. 72 at 3.30 p.m. on March 11, and was admitted to hospital 
at 5 p.m. She was then deeply comatose and completely 
flaccid and areflexic, with small non-reacting pupils, blood- 
pressure 90/60 mm. Hg, pulse-rate 60 per min., and respiration- 
rate 20 per min. Barbiturate was found in the stomach 
washings. Penicillin was administered, and physiotherapy, 
with repeated laryngeal suction, was carried out throughout 
the illness. The patient was fed by an intragastric drip, 
and a self-retaining catheter was inserted into the bladder. 
At 9.15 p.m. the patient responded to severely painful stimuli 
but otherwise her condition was unchanged. Barbiturates 
were not detected in the urine. 

On the fourth day after admission pneumonia developed and 
extensive adventitious sounds appeared in the chest; the 
temperature rose to 100-8°F, the pulse-rate to 116, and the 
respiration-rate to 36, This infection gradually resolved. On the 
fifth day (March 15) the deep tendon-reflexes returned, 
and the cough and swallowing reflexes were clearly present. 
Mild hypokalemia (serum-potassium 3-3 m.eq. per litre) 
developed, which responded to increased intragastric potas- 
sium. The urine contained a large amount of barbiturate. 

On March 16 some deterioration was obvious and the deep 
reflexes were absent. At 8 p.m. NP 13 240 mg. was administered 
intravenously over 90 minutes (‘Daptazole ’ was not available). 
There was some transient deepening of the respirations but 
no other change. On March 17 the patient was somewhat less 
comatose ; the reflexes were again easily elicited, and tests 
for urinary barbiturates were weakly positive. It was decided 
not to administer a further dose of the drug, because of her 
improved condition. Coma gradually decreased, and by the 
evening of March 21 the patient was fully conscious. 


It is obvious, in view of the account by Dr. Montuschi 
and Dr. Wickenden, that the absence of clinical improve- 








1. Brit. med, J. 1941, i, 271. 
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ment in this instance was due to insufficient dosage ; 
but I felt that caution should be exercised in administer- 
ing this relatively unknown drug. 

I wish to thank Dr. C. E. Kellett, under whose care the 
patient was admitted, for permission to publish this case ; 
and also Dr. N. A. Wynn, of the department of physiology, 
King’s College, for his interest and for supplying the drug. 


General Hospital, 


Newcastle upon Tyne. MorGan MCELLIiGorr. 


GENERAL PRACTITIONERS’ HOLIDAYS 


Smr,—Consultants in the National Health Service are 
entitled to six weeks’ holiday per year. During this time 
they are not obliged to find a deputy, or if they do find 
one they are not obliged to pay him. 

No such consideration has been given to the holidays 
of the general practitioner, who, if he takes one at all, 
has to find and pay a locum. Consequently, unless he 
can get a partner or colleague to do his work for him, 
he may not get much of a holiday. And why should 
partners or colleagues be called upon to do this work, 
when they usually have quite enough to do already ? 

As there are many unemployed doctors in the country, 
could not the Ministry form a pool, and allow general 
practitioners to call on it for locums—the Ministry 
paying the fees? This arrangement would allow the 
general practitioner to have a well-deserved annual 
holiday of six weeks like his consultant colleagues. 
Or the six weeks could be limited to senior practitioners, 
while the junior practitioners and the junior consultants 
could have four weeks. 


Littlehampton, 


Sussex. HuGuH STEWART. 


HOSPITAL STAFFS 


Str,—It is not clear what Dr. Dickinson (March 26) 
seeks to gain by adding further irrelevancies to an already 
tangled problem. His basic fallacy is the assumption 
that the pay of junior hospital staff and the current 
difficulties experienced by senior registrars in obtaining 
consultant posts are in some way related. On the contrary, 
the number of senior registrars (which is the crux of the 
problem) is determined not by their salaries, whether 
over-liberal or otherwise, but by such factors as the 
needs of the hospital service, the number of consultants- 
in-training judged appropriate to the specialty, and the 
financial capacity of the National Health Service. A 
reduction in the pay of registrars, up to a point, could 
only have the effect of diminishing the initial. field of 
candidates for ultimate consultant status and creating 
a bias in favour of those who have private means, or 
who are prepared either to forgo marriage or to marry 
and live on their wives. There is no evidence that any 
of these types necessarily make better consultants 
than do more ordinary mortals. On the other hand, 
reducing the pay of registrars beyond a critical level will 
achieve what Dr. Dickinson apparently envisages with 
equanimity—that is, an increasing number of unfilled 
registrarships throughout the hospital service. To put 
the matter in the simplest terms: ‘two major problems 
of the National Health Service at present are (a) difficulty 
in obtaining registrars for the less attractive hospitals 
and (6) a superfluity of candidates for principalships in 
general practice. How then can increasing the financial 
bias in favour of general practice redress the balance ? 

Ideally, the pay of the registrar, as of every member 
of the community, should accurately reflect the length 
and expense of his training, the value of his services, 
the attractiveness of his job, and similar considerations. 
Discussion based on such premises can be of real value 
and those who conscientiously believe that registrars 
are paid more than they are worth are fully entitled to 
state their case (and indeed it may be a good one). But 
let them first make their case, not assume it; and let 
them not then proceed to apply their hypothesis to a 
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problem with which it has at the moment not the 
remotest concern. 

I have written throughout in terms of registrars 
since it ean hardly be argued that an economic deterrent 
should be used to discourage candidates from applying 
for house-appointments. 


St. Mary’s Hospital, 


London, W.2. H. McC. GILes. 


INACCURACY IN THE LABORATORY 

Srr,—Dr. Bassir is less than fair to the chemical 
pathology laboratories in this country in his letter of 
March 26. He states that only a few laboratories 
participated in the recent international survey to which 
your annotation referred, and he implies that most 
biochemists are complacent in the present situation. 
The facts are that 49 British laboratories took part— 
a number limited only by the number of samples which 
it was possible to prepare (a total of 200 for distribution 
to all the countries concerned). As organiser of the 
survey, I had to refuse many people who wished to 
cooperate. 

In reply to Dr. Bassir’s query about the clinical value of 
extra effort towards accurate results, it is apparent that 
the interpretation of results is made more difficult by 
a large observed biological variation. This is made up 
of two parts: the natural biological variation and the 
superadded analytical uncertainty. We may be able to 
do little or nothing about the former, but we should not 
make matters worse by analyses which are less precise 
than they should be. 

There has also been some progress towards standardisa- 
tion of methods. For a long time the Association of 
Clinical Pathologists has issued broadsheets of recom- 
mended methods (including chemical analyses), while the 
Society for Analytical Chemistry has compiled a biblio- 
graphy of standard methods applicable to chemical 
pathology... The American Association of Clinical 
Chemists has recently published volume 1 of Standard 
Methods of Clinical Chemistry,’ and further volumes are 
in preparation. Such publications are, of course, in the 
nature of recommendations only, and the responsibility 
for the method used remains with the director of the 
laboratory. In many circumstances the recommended 
method may be inappropriate. 

The committee which is analysing the freeze-dried 
samples of serum was jointly constituted by the Associa- 
tion of Clinical Pathologists and the Association of 
Clinical Biochemists. Its function is to keep the whole 
subject of chemical laboratory accuracy under review 
and make recommendations. The secretary is Dr. E. M. 
Darmady, of the Central Laboratory, Milton Road, 
Portsmouth. 

I. D. P. Woorton 


Secretary, International 


Postgraduate Medical In t . 
Association of Clinical Biochemists. 


School, London, W.12. 


Srr,—In connection with Dr. Jordan’s letter of April 9, 
may I say that prior to the international survey with 
freeze-dried serum, a general invitation was extended 
to all laboratories by Dr. Wootton and Professor King * 

i these terms : 


““We intend to look further into the comparability of 
esults obtained in different laboratories, both in terms of 
bsolute values and proportionality of results, and to investi- 
ate the possibility of some system of regular checks. Any 
iboratory which is willing to participate is invited to 
ommunicate with us.” 
Area Pathology Laboratory, 
Westwood Hospital, i 
Beverley, Yorks. O. BASssIR. 


Bibliography of Standard Tentative and Recommended or 
Recognized Methods of Analysis. Cambridge, 1949. 

Reiner, M. Standard Methods of Clinical Chemistry. New York, 
1953; vol. I. 


Wootton, I. D. P., King, E. J. Lancet, 1953, i, 471. 
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HOLES, KNOBS, AND WIRES 


Sir,—There is no doubt that hetero-suggestion and 
auto-suggestion play a part in determining our attitudes- 
towards works of art. But the forces of suggestion are 
not peculiar to the world of art (abstract or representa- 
tional) ; they are equally influential for our attitudes in 
all spheres of life—e.g., in politics, morals, religion, and 
philosophy. However, more worthy of debate is Sir 
Henry Turner’s implication (April 9) that only representa- 
tional art can give genuine and lasting «esthetic pleasure. 
He says, for example, that surrealism is faring better 
than purely abstract art because it ‘‘ uses recognisable 
objects.”’ His paper is, in fact, an attack on abstract 
art in general, not merely the expression of a personal 
dislike for ‘‘ holes, knobs, and wires.”’ 

One does indeed still meet people who seem to believe 
that unless a painting or sculpture can show a recog- 
nisable dog, horse, man, or tree, it cannot possibly yield 
wsthetic pleasure. All the same it is an undeniable fact 
that certain (by no means all) combinations of straight 
and curved lines, dots and dashes, triangles and squares— 
yes, even holes, knobs, and wires—can produce an 
effectively pleasing design. It may be ‘“ meaningless ”’ 
in the representational sense ; its only meaning is that it 
gives esthetic satisfaction, and is not this the sine-qua- 
non of art? It is true that much in modern art is 


‘ atrocious, but this is not because it consists of ‘‘ meaning- 


less objects,’’ as Sir Henry suggests, but because it is 
ugly in form, desigi, and colour. 


_ Park Prewett Hospital, 


Basingstoke. I. ATKIN. 


Str,—Sir Henry Turner in his analysis of abstract 
art has unconsciously begged the question—uncon- 
sciously, because he has not taken into account his own 
unconscious. Clearly he is an abstract artist without 
knowing it. Whence did he derive his prescription for his 
work of art? From his unconscious. This produced the 
title, Time Passing, which is to be represented by ‘‘ three 
(or more) upholsterer’s coiled springs.” The spiral is 
almost too respectable a symbol for time. Note the 
significance of ‘‘three (or more)”: this introduces 
the three dimensions of space, and the “‘ more ”’ indicates 
their expansion to the four- or multi-dimensional space- 
time continuum. The inverted and illuminated aquarium 
bowl is a composite symbol of the sky and water into 
which the creation was first differentiated. 

Abstract art, Sir, has scored off Sir Henry! He has 
designed a work of cosmic significance. Time Passing 
portrays the Universe. 

If this interpretation is the result of hypnosis, 

Iam, &c., 

Peckham, 8.E. HYPNOTISED. 


THE HAIR OF THE PILONIDAL SINUS 

Str,—If a visitor from outer space alighted on a 
coniferous tree and decided to investigate its origin, he 
would reason somewhat like this. The pine-tree has 
stuck in the ground, having arrived from outer space 
like the visitor himself. In this view the visitor would 
be fortified when he recalled the frictional forces with 
which he had to contend during his flight. Did not the 
branches of the pine-tree, point in the same direction as 
the fins of his rocket ? . 

Professor Scarff and Mr. Patey’s picturesque argu- 
ments, in their letter last week, now based on trauma, 
now on suction, now on friction, are not supported by 
factual evidence. In 1948 they wrote: ‘* The main 
fact requiring explanation on the acquired theory of 
pilonidal sinus is why hairs tend to enter sinuses sub- 
stantially in two situations only—the web of the fingers, 
and the upper end of the post-anal cleft.’’ The explana- 
tion which they base on this observation has since been 
made invalid by the discovery of misnamed ‘‘ pilonidal 
sinuses ’’ in several other situations. 
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Comparison of hairs in the pilonidal sinus with those 
in skin follicles reveals that the scales in the latter are 


_more prominent. Hence their frictional resistance must 


be greater. If then the frictional forces are as potent as 
we are led to believe, how does any hair ever reach the 
surface of the skin ? Why does it not just curl up on its 
papilla and give up in despair ? 

We are asked to believe in frictional movements 
between the sides of the natal cleft ; with the best will in 
the world these are difficult to demonstrate. We are 
asked to confirm the theory by rubbing a hair in our 
palms; in my hands this does not work. And we are 
asked to believe that the demonstration of hair-bulbs 
and root-sheaths in the depths of a pilonidal sinus is a 
freak of mechanics. Surely, Sir, to have filled ‘‘ the 
one gap in the case for the acquired origin of natal- 
cleft pilonidal sinuses ’’ few would make bold to claim ? 

London, 8.W.10. F. E. WEALE. 


AN OXYGEN-CYLINDER CARRIER 


Str,—I was interested to see the oxygen-cylinder 
carrier described by Dr. Green and Mr. Killick.) A 
similar attachment has been in use on the anesthetic 
trolleys at this hospital for about five years. There is 





one useful addition—namely, a carrier for a stainless- 
steel bowl to contain mouth-gag, tongue forceps, and 
swabs. I suggest that manufacturers should consider 
making these as a standard fitment to all theatre 
trolleys. 


Solihull Hospital, 


Birmingham. Harrop B. Watson. 


BACKWARD IN READING 
Srr,—Having long ago abandoned the mechanistic 
view of natural processes implicit in medical training for 
the organismic view, I adopt the same attitude to a 
reading disability in a child as I do to enuresis. 


All learning is a growth or maturation process. The infant 
knows how to support his head on his neck and shoulders 
when, at approximately three months, his posterior neck 
muscles and the system of nerve with which they are integrated 
have matured sufficiently. He stands, walks, buttons his 
clothes, controls his bladder, and adds two and two when the 
organisation of brain, muscle, and gland have matured and 
differentiated to the extent necessary for these organised 
performances. It is literally true that a child grows to read, 
as it is also true that he grows to control his bladder. The 
rate of maturation of the organisation as a whole will be 
different in individual children and will also differ in respect 
of individual lines of development in the same child. 
Experience suggests that the “ norm ” for bladder control by 
night is anywhere between a lower limit of three years and an 
upper of six or seven. It is therefore as senseless to bring a 
child of three to a psychiatrist for *‘ wetting ’’ at night as to 
seek advice for inability to stand at six months. As regards 
reading, Dundee Research Council found very many years 
ago that a child was not sufficiently mature to respond to 
formal phonic instruction in reading until he had reached a 
mental age of at least seven years. 
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In ten years of child guidance under a local authority, 
I have dealt with several hundreds of cases of enuresis, 
but I have never seen a case of delayed control that had 
not already been subjected to mechanistic techniques of 
punishment and reward or formal moralising. In al 
eases the child was charged with tensions induced by 
punitive or anxious attitudes and personalities. The 
same applies in a modified form to my experience of 
reading ‘‘ disabilities.’”” Where the previous history is 
attentively studied it will always be found that the 
child has been subjected to premature ‘‘ training.” 


Perranporth, Cornwall. D. JACKSON. 


APPOINTMENTS IN THE WEST INDIES 

Str,— Recent issues of your journal have contained 
advertisements for specialist posts in the Colonial 
Medical Service (H.M. Overseas Medical Service) for 
many islands of the British West Indies. Most of these 
posts call for specialist qualifications or experience. 
The salary offered is on the average £1500, and this 
may appeal to the person of registrar status earning 
around £1000-1300 in the United Kingdom, who has 
anxieties as to his future in the National Health Service 
and may be enticed by the mention of ‘ income-tax 
at local rates’’ and by visions of sunshine. 

The advertisements do not mention the high cost of living 
in these islands—often as much as 50-75% higher than in the 
U.K. In certain instances, a housing allowance is provided 
(maybe £100 p.a.) ; but in these cases it is virtually impossible 
to obtain a suitable house for less than £250 p.a. In some 
places income-tax rises to 7s. 6d. in the £ after £800 of taxable 
income, and the allowances are similar to those in the U.K. 
Most appointees are rapidly disillusioned on arrival in the 
particular Colony, and a few have cut their losses and returned 
to the U.K. within a short time of arrival. 

I would strongly recommend intending applicants 
for these posts to inquire carefully into the cost of living, 
the income-tax rates, the housing difficulty, and the 
conditions of local practice. If at all possible, they 
should obtain their information from someone on the spot. 

British West Indies, Joun D. ARNEAUD. 

TREATMENT OF SYPHILIS 

Sir,—After your excellent leading article on this 
subject ! I should like to describe my observations on 
treatment with penicillin of the later stages of latent 
syphilis, and the possible Herxheimer reaction which, 
as you say, “cannot be prevented or diminished by 
starting with small doses of penicillin. The reaction is 
of the ‘ all or none’ type.” 

I administer 1,000,000 units of procaine penicillin G in 
aqueous suspension daily for six days a week for two weeks, 
and every second day in the third week—a total of 15,000,000 
units of penicillin in three weeks. In the first week I combine 
in the same syringe with 1,000,000 units of procaine penicillin G 
50 mg. (2 ml.) of cortisone acetate suspension (‘ Cortone,’ 
Merk), and in the second and third weeks 25 mg. of this 
suspension. 

In 87 consecutive cases there has been no Herxheimer 
reaction. Cortisone in the doses used does not interfere 
at all with the treponemicidal effect of the penicillin, 
because 1,000,000 units of procaine penicillin G is much 
above the minimal effective dose of penicillin. In 
my opinion this method helps also to prevent any 
dysfunction of vital internal organs, and especially of the 
cardiovascular system in the form of ‘“ therapeutic 
paradox.” 

Thus, in summary, the combination of penicillin with 
cortisone suspension (in the same syringe) permits rapid 
treatment, prevents complications, including the Herx- 
heimer reaction, and, in my view, makes obsolete the 
preliminary administration of bismuth. 


Toronto, Ontario, Canada. L. G. POLYMENAKOS. 








1, Green, R. A., Killick, F. Lancet, 1954, ii, 1266. 


1. Lancet, 1954, ii, 1268. 
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RUPTURE OF THE DUODENAL STUMP AFTER 
GASTRECTOMY 


Str,—We read with interest the article by Mr. Henson 
in your issue of March 19. We recently treated a case in 
which obstruction of the afferent loop occurred. This 
obstruction was followed by gangrene of the loop, but 
the duodenal stump remained intact. 

A man, aged 67, was admitted to the Metropolitan Hospital 
after a small hematemesis. A few hours after admission he 
had a further severe bleed. He was transfused, and about 
24 hours after he was first seen a partial gastrectomy of the 
Polya anti-colic type was done. A large bleeding ulcer was 
found on the lesser curve. 

Postoperatively the patient’s condition was satisfactory. 
Intermittent gastric suction through an indwelling Ryle’s 
tube was used, and bile was aspirated. Fluids were given 
intravenously. Oral fluids were started on the second post- 
operative day, and the Ryle’s tube was removed next day 
when his condition was satisfactory. Late on this day he 
vomited and the tube was replaced. On the fourth post- 
operative day he complained of severe abdominal pain which 
was colicky at times. Only a few millilitres of fluid was aspirated 
from his stomach, and there was no bile in these aspirations. 
On examination there was no generalised distension, but there 
was tenderness and guarding in the left upper quadrant of 
the abdomen. Bowel sounds were normal. By the following 
day there was a suggestion of a palpable mass in the left 
upper quadrant. 

Laparotomy was carried out on the sixth postoperative day. 
An enormously distended loop of small intestine presented 
on the left side of the abdomen which was first thought to be 
the efferent loop, but after decompression it was seen to be 
the afferent loop which had passed through the retro- 
anastomotic gap.' The loop was gangrenous as far as the 
duodenojejunal junction and was resected. Continuity was 
established by anastomosing duodenum to distal jejunum. 
The patient died the same day. 

Post-mortem examination confirmed that the duodenal 
stump was intact and in view of the condition of the bowel 
it is probable that, untreated, perforation of the afferent 
loop would have occurred rather than rupture of the stump. 


G. M. Lunn 
London, S.E.26. C. F. Noon. 


TUBERCULIN TESTS 


Srr,— After reading your annotation of March 26 I feel 
more and more confused about the interpretation of a 
positive test. The W.H.O. call many reactions to 100 T.U. 
non-specific ; you prefer non-tuberculous. If it can be 
shown (as I can) that school-children who have reacted 
to the jelly test (10 vT.U.) (and were radiographed in 
consequence and thereby shown to have primary tuber- 
culous infection in the thorax) have later failed to react 
to 100 T.u., then the W.H.O. statement cannot always 
be true, for these children must have passed through a 
phase of mild reaction to this concentration. I know of 
a score of such positive-X-ray /negative-Mantoux cases. 

Again, in administering B.c.G. by multiple puncture 
it was often observed that those pupils who were formerly 
positive to 10 T.U., but who were now non-reactive to 
100 t.vu., showed an earlier and more definite local 
vaccination reaction, and were quickly rendered allergie— 
in seven days and sometimes less. B.c.G. (intradermal 
three or four years ago) reverters revaccinated by 
multiple puncture last week showed local reaction in 
forty-eight hours and allergy appeared simultaneously. 
How are these phenomena explained if they were 
originally non-tuberculous or non-specific ? 

Regarding the bovine and avian mycobacteria, it is 
interesting to note that only the human organism has been 
found in lesions in human beings in Lewis since 1940, 
when special steps were taken to type the organisms 
recovered from any tuberculous lesion. 

In 1949 I learned that hens dead of fowl pest had been 
found to have co-existing tuberculous lesions. I tested a 





1. Stammers, F. A. R. Brit. J. Surg. 1954, 42, 34. 
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dozen hens and found one reactor: and in 70 children 
who had reacted to the jelly test I did comparative 
Mantoux tests with pP.p.D., human and avian, using 
0-00002 mg. Not all the children reacted to both: in 3 
cases the erythema at the site of the avian test was some- 
what more extensive than on the other arm where the 
human P.P.D. had been injected. 


Bx age ples R. SrEvENsON Dota. 
PARKINSONISM DURING TREATMENT WITH 
RESERPINE 
Str,—<As you observe in your leading article of March’12, 
reserpine, the active alkaloid of Rauwolfia serpentina, is 
being increasingly used in the treatment of hypertension 
and of psychiatric disorders.t? Clinical reports so far 
published have commented favourably on its lack of 
toxic effects. In the following cases, two inpatients 
receiving large doses of reserpine developed conditions 
clinically indistinguishable from parkinsonism, which 

disappeared when the drug was discontinued. 


CasE 1.—A man aged 43 was admitted to hospital for 
treatment of a moderately severe obsessional and anxiety 
state which had been intermittently present for four years. 
On admission, he was anxious, tense, and mildly depressed, 
and he had obsessional preoccupations with fears of insanity 
and of death. His blood-pressure was 180/90 mm, Hg, and 
he had a fine tremor of the outstretched fingers. He improved 
somewhat after admission, and his residual symptoms were 
treated by reserpine (0-5 mg. b.d. for six weeks). During this 
time his condition changed very little although he put on 
6 lb. in weight. When the reserpine was discontinued, however, 
his tension, anxiety, depression, anorexia, and obsessional 
symptoms returned. It was therefore decided to give him 
15 mg. of reserpine daily. After four days ne had become 
much more depressed and anorexic; he was very restless, and 
he had suicidal ideas. He also had a fast, coarse tremor 
of his trunk and limbs. The dose of reserpine was reduced to 
7-5 mg. daily, and two days later his depression had markedly 
improved. He was still restless and the tremor continued, 
though it was less obvious. Over the next five days he deve- 
loped a mask-like face and a bowed head on stooping shoulders, 
he complained of excessive salivation, and he did not swing 
his right arm on walking. There was no rigidity. Reserpine 
was thereupon stepped. The tremor disappeared almost 
immediately, and the facial expression became normally 
mobile within a fortnight, but the patient did not swing his 
right arm freely for about six weeks. The original psychiatric 
symptoms returned within a week. The blood-pressure was 
unchanged throughout. 


Case 2.—A man aged 23 was admitted in a state of acute 
excitement. There was no hisfory of mental or physical 
illness. His condition was thought to be predominantly 


affective, although some features were suggestive of schizo- 
phrenia. His physical state was good, and his blood-pressure 
was 130/95 mm. Hg. He was treated with continuous baths, and 
chlorpromazine 50 mg. four-hourly. The excitement decreased, 
but he became impulsive and occasionally violent. . After 
three weeks, treatment was discontinued for four days, then 
reserpine was started with a dose of 20 mg. daily by mouth. 
Three days later the dosage was altered to 15 mg. intra- 
muscularly and 10 mg. orally, and it was reduced to 10 mg. 
intramuscularly and 10 mg. orally after seven days. Fifteen 
days after treatment with reserpine began, the patient was 
seen to be salivating excessively. His motor activity had 
decreased, his face was immobile and expressionless, his 
head was bent forward, and he walked with small steps 
without swinging his arms. Within four days these features 
had become markedly accentuated, muscle tone had increased, 
he had a coarse tremor of his hands, and propulsion and 
retropulsion could be demonstrated. The clinical picture was 
unmistakably parkinsonian, Treatment with reserpine was 
discontinued, and he returned to his former state within 
fourteen days. 


Experience in this hospital has confirmed the published 
reports of the relative freedom from toxicity of small 





1. Kline, N.S. Ann. N.Y. Acad. Sci. 1954, 59, 107. 
2. Noce, R. H., Williams, D. B., Rapaport, W. J. Amer. med. Ass. 
1954, 156, 821. 
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doses of reserpine. These two cases illustrate one of the 
toxic effects of larger doses. 

We are indebted to Dr. D. L. Davies for permission to 
report these cases and to Ciba Laboratories Ltd. for supplies of 
reserpine in the form of ‘ Serpasil.’ 

J. S. Sreap 
J. K. Wine. 


EFFECT OF ANAESTHESIA ON FIBRILLATION 

Srr,—During an anesthetic given for prostatectomy 
to an old man with auricular fibrillation (the anzsthetic 
including trichlorethylene), his fibrillation became inter- 
mittent and then stopped. Rhythm, apart from a few 
extrasystoles, remained regular after 12 days. 


The Maudsley Pipoptial, 
London, 8.E.5 


The patient, who was 79, was fibrillating slowly at about 
80 beats a minute, and the blood-pressure was around 
170/80 mm. Hg. He had had digitalis folia (gr. '/, b.d.) for 
nine days, with no loading dose. Premedication was pethidine 
(100 mg.) and atropine (gr. '/,99). Thiopentone (0-25 g.) 
and d-tubocurarine (15 mg.) (the latter repeated after 
cystoscopy) was followed by nitrous oxide, 40% oxygen, 
and 1-1'/,% trichlorethylene. After 30 minutes, fibrillation 
became spasmodic (fast and very erratic), and 30 minutes 
later rhythm was completely normal at 60 a minute. Shortly 


after this atropine gr. '/,9, raised the pulse to 120, and 
neostigmine 2'/, mg. hardly affected this. 
A patient with fibrillation may return to normal 


Trichlorethylene is occasionally 
recorded as producing fibrillation. Digitalis is likely to 
have been concerned in this case. Stress may induce 
return to normal, and I wonder whether the marked 
response to atropine may be a hint that this was the main 
mechanism here. 


rhythm at any time. 


JOHN BARNARD. 


RABIES IN GERMANY 

Srr,—Referring to the fourth reason in Mr. Wells’s 
letter of March 26 about why vaccination of dogs in 
Germany has been rejected, I suppose that some confusion 
has arisen. In Germany the vaccinated dog is considered 
a source of danger, and this idea rests on the fact that a 
vaccinated dog is itself protected against clinical symp- 
toms, but it is nevertheless possible that such a dog will 
secrete infectious saliva if it is contaminated subse- 
quently. 

The Netherlands report on rabies in Western Germany, 
discussed in your annotation of Jan. 1, has been pub- 
lished in its original form in the Nederlandsch Tijdschrift 
voor Geneeskunde.' 


London, E.11. 


G. D. HemMMEs 


Staatstoezicht op de Volksgezondheid, 
Rapporteur. 


Utrecht. 


Appointments 


Bruce, I. S., Mm.e. Durh., F.F.A.R.C.S., D.A.: consultant anesthetist, 
Hartle pools and Se dge fleld H.M.C.8. 

Dawson, J. Y., M.c., M.D. Lond., M.R.C.P. : 
chest phy sic ian, Plymouth clinical area. 

FINNEY, Ro@er, M.B. Lond. F.R.C.8.E., D.M.R.T.: consultant radio- 
therapist, regional cancer service, Newcastle R.H.B. 

GALLA, THOMAS, M.B. Edin., D.P.M.: senior registrar in psychiatry, 
Bristol Mental Hospitals. 

Gayr, WILHELMINA N., M.R.C.S., D.P.H.: school M.o., co. Durham. 

HAROON, SHAUKAT, M.B., Punjab, L.M., D.G.0.: registrar in obstetrics 
and gynecology, Gloucestershire Royal oo Gloucester. 

McLAUCHLAN, G. P., — B. Edin., D.c.H., D.P.H.: deputy M.O.H. and 
school M.o., E xete 

Uricu, Henry, M.B. I ‘olish School of Medicine, 


senior consultant 











Edinburgh, M.R.C.P. : 


whole-time research asst. in ne uropathology, Stoke Park 
Hospital, Bristol. 
Wynne, Mary A., M.B. Durh.: school M.o., co Durham. 


South-Eastern Regional Hospital Board (Scotland) 

ARMSTRONG, H. I. O., M.B. Edin., F.F.A.R.C.8S., D.A.: whole-time 
consultant anesthetist, West Fife group of hospitals. 

BeEDDARD, F. D., M.B. Lond.: deputy senior M.o. to the board. 

Orr, J. A., F.R.C.S.E., F.R.F.P.S., F.F.R., D.M.R.T. : consultant radio- 
therapist, based at radiotherapy department, Royal Infirmary, 
Edinburgh. 

Riper, W. D., 
therapist, 
Infirmary, 


consultant radio- 
Royal 


D.M.R.T. : 
department, 


M.B. Edin., 
based at 
Edinburgh. 


F.F.R., 
radiotherapy 








Geneesk. 1954, 98, 2421. 
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Obituary 


ARTHUR FERGUSON MacCALLAN 
C.B.E., M.D. Camb., F.R.C.S. 


As founder and director of the Ophthalmic Hospitals 
of Egypt, and as ophthalmic surgeon to the Westminster 
Hospital and the Royal Eye Hospital, Mr. MacCallan 
divided his career between two countries. But in his 
particular subject his reputation was far wider, and he 
was president of the International Trachoma Organisa- 
tion. 

He was born in 1872, the son of the Rev. J. Ferguson 
MacCallan, vicar of New Basford, Notts, and was educated 
at Charterhouse and Christ’s 
College, Cambridge. With a 
university exhibition he con- - 
tinued his medical studies at 
St. Mary’s Hospital, qualified in 
1898, and took the F.R.c.s. in 
1899. For three years he was 
house-surgeon at the Royal 
London Ophthalmic Hospital, 
Moorfields, and then became 
chief clinical assistant. In 1903 
his name was suggested to the 
professor of ophthalmology at 
Cairo as the most suitable man 
to organise the new Egyptian 
ophthalmological service, under 
the trust established by Sir 
Ernest Cassel, with the object 
of conducting a vigorous cam- 
paign against trachoma through- 
out the country. On appointment his first step was to 
study the different phases of trachoma, and he suggested 
that this could best be done by observing the children at 
the government primary schools. But it was only after 
great administrative difficulties that he was allowed in 
1907 to undertake the treatment of 464 boys in a school 
at Tanta. He was so impressed by the importance of the 
work that he later arranged for all the 70-80 Egyptian 
doctors to whom he taught ophthalmology to serve for 
a time at a school, for he held that the treatment of 
crowds of patients attending a hospital clinic irregularly 
did not give nearly so much insight into the stages of the 
disease. 

Besides training a corps of ophthalmic surgeons from 
among the young Egyptian doctors seconded to him by 
the department of public health, MacCallan had also to 
set up a chain of provincial hospitals. He successfully 
used ambulatory hospitals to advertise the need for 
permanent hospitals. In remote parts he also found it 
more practical to bring the treatment to the patient. 
His Cambridge M.D. thesis, for which he was awarded 
the Darwin prize of his college, summed up his experience 
and described his system of classification by four stages. 
It was published in 1913 as a monograph with the title 
Trachoma and its complications in Egypt. 

In 1912 by order of Lord Kitchener, then High Com- 
missioner, MacCallan undertook a survey of the incidence 
of ankylostomiasis and bilharziasis in two provinces of 
Egypt, and organised two travelling hospitals to deal 
with these diseases. As a result of this work he was 
appointed, against his own wishes, head of the epidemio- 
logical section of the department of public health in 1913. 

When war broke out in 1914 he was on leave in 
England, but he was ordered to return at once to Egypt 
by Lord Kitchener. In 1915 he reorganised the five 
ophthalmic hospitals in North Egypt to receive casualties 
from the Gallipoli campaign; he also sent three of his 
travelling ophthalmic hospitals to Ismailia and Suez to 
receive Turkish wounded. In 1916 he was posted as 
senior medical officer, with the rank of major, R.A.M.C., 
at the base at Mersa Matruh on the Mediterranean coast 
of the Western Desert province. 

He returned to civil ophthalmic work in 1917, and in 
1923 the Egyptian government appointed him director- 
general of the epidemic services and general hospitals ; 
but he resigned and returned to London, where he was 
appointed ophthalmic surgeon to Westminster Hospital 
and surgeon to the Royal Eye Hospital. 
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But his interest and influence in Egypt continued, and 
n 1925 the Memorial Ophthalmic Laboratory at Giza, 
near Cairo, was opened through his efforts, as a memorial 
to the men of the Egyptian labour corps and camel 
transport corps who had fallen in the war of 1914-18. 
The original laboratory had been financed by the gifts 
of MacCallan’s personal friends; the new laboratory, a 
fine modern building designed by Noel Dawson, was 
planned and equipped internally with MacCallan’s expert 
advice. His former pupils subscribed for a bronze bust 
of him by Doyle Jones, which was placed in the labora- 
tory and unveiled by the British High Commissioner in 
1931. His honours included appointment as 0.B.E. in 
1918 and c.B.B. in 1920, and membership of the Turkish 
Order of the Medjidieh (third class), and the Egyptian 
Order of the Nile (second class). 

MacCallan took a prominent part in the international 
campaign against blindness, and he was elected president 
in 1935 of the International Organisation against Trach- 
oma. The following year he was given a seat ex officio on 
the International Council of Ophthalmology, and he was 
re-elected to the presidency up to 1954, when he was 
elected honorary president for life. 

When MacCallan joined the staff of Westminster 
Hospital in 1924 he was nearly 53 years of age with an 
established reputation in the ophthalmological world. 

‘It must be rare indeed,” writes A. A., “‘ that a hospital 
staff is called upon to welcome a newcomer substantially older 
than the majority of its members, yet MacCallan was rapidly 
incorporated and thoroughly enjoyed his thirteen years of 
close association. When he retired in 1937 he was appointed 
consulting ophthalmic surgeon, and during the late war he 
returned for a period to act as supernumerary. Slim with 
handsome clear-cut features and a placid expression, he had 
an air of distinction to which care in dress and punctilious 
manners contributed. His diction, his vocabulary, his manner- 
isms, were of a type—Charterhouse and Victorian Cambridge, 
as a colleague expressed it. A poor public speaker, he became 
animated in individual conversation ; and though only a few 
were admitted to his intimacy, nobody could fail to recognise 
his desire to take every opportunity to perform a courtesy and 
a kindness.” 


Of MacCallan’s work in Egypt, P. D. TR. writes : 


“His battle against the trachoma virus was on a heroic 
scale. His personality was forthright and tireless, selfless, able, 
and enterprising, so that he was ideally suited to driving 
through the delays and inertia that had blocked progress in 
the development of health services in Egypt for centuries 
past; as founder of a succession of eye hospitals, and as 
teacher of a devoted corps of Egyptian oculists, he attained 
the renown he so fully deserved. 

“His sense of duty was a constant companion from his 
earliest days in a Nottinghamshire vicarage to his later service 
as chairman of his local parish council. During the late war he 
returned to carry the weight of the eye department at West- 
minster Hospital, then bereft of eye-surgeons, as well as being 
u.0, to his local Home Guard. As a great personality he will 
be remembered by all who knew him—occasionally with awe, 
for he was intolerant of inefficiency and obstruction, but 
always with affection and admiration—and by the countless 
near-blind of the Middle East with deep and well-deserved 
gratitude.” 


Mr. MacCallan married in 1918 Hester McNeil Boyd- 
Carpenter, whose father was Bishop of Ripon from 1884 
to 1911. She survives him with two sons and a daughter. 
He died on April 1 at the age of 82. 


Dr. G. F. PETRIE 


D. W. H. writes: ‘‘ Petrie was by temperament a 
recluse, so appreciation of him must be restricted to the 
knowledge obtained in the short but sometimes highly 
ntertaining intervals when the barriers were down. 
He had at least two qualities which were invaluable in 
me so completely devoted to science as he. The first 
was a profound respect for, and deep knowledge of, the 
inglish language. This gave him a driving urge to imbue 
the young scientist who came under his direction with 
some of his enthusiasm. Many of us who have to edit 
scientific papers are at least now grateful for the memor- 
ible midnight hours of discussion ‘on the best way of 
‘xpressing it.’ They led, I hope, to an indelible improve- 
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ment in our approach to the compilation ond csetenbeiion 
of scientific data. His second outstanding attribute 
was a keen power of observation. By chance it did not 
lead to the fame of a Pasteur or a Fleming, but in this 
quality he was of their company. Diffidence and a 
seemingly excessive caution might be regarded among 
his worst. enemies. He was a keen naturalist with a 
peculiar leaning for taxonomy. With Sir John Ledingham, 
he developed—late in life for a Scot—an ardent interest 
in golf. I am eternally sorry that I missed the privilege 
of caddying for him. Even one such experience might 
have led to a much better understanding of his approach 
not only to the ball but to life. He was a product of the 
Lister Institute, and, like all of us who have had,that 
honour, he was devoutly proud of it.” 


Births, Marriages, and Deaths 


BIRTHS 


BEARN.—On March 30, at New York Hospital, New York, to 
Margaret (née Slocum), wife of Dr. A. G. Bearn—a son. 

MoTTRAM.—On April 9, to Kathleen (née Prout), wife of Roy F. 
Mottram, M.B., 47, Croftdown Road, London, N.W.5—a son 
(Felix John). : 

STELL.—-On April 9, at Chester, to Dr. Eleanor Davies-Jones, the 
wife of John Laidman Stell, a.T.p.—a third daughter. 


MARRIAGES 


Davis—LippLE.—On April 2, at Beverley Minster, Yorkshire, 
Leslie Russell Davis, M.p., of the Royal Free Hospital, London, 








to Margaret Jean Liddle, 8.R.N., of Cottingham, Yorkshire. 
DEATHS 
RocuEe.—On M.R.C.S., of 13, 


April 27, Alfred Reginald Roche, 
North Park Avenue, Leeds, aged 79. 


Diary of the Week 


APRIL 17 To 23 





Monday, 18th 
MEDICAL SocreTy OF LONDON, 11, Chandos Street, W.1 
8.30 p.m. Dr. J. G. Scadding: Treatment of Pulmonary Tuber- 
culosis. (First Lettsomian lecture.) 


Tuesday, 19th 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, 8.W.1 
5 p.m. Dr. A. M. Cooke: Aspects of Skeletal Disease. (First of 
two Lumleian lectures.) 
nore COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
.C.1 


Mr. John Foster: Idiopathic Stricture of the Valve of 
Krause. (Hunterian lecture.) 
ROYAL SocIETY OF MEDICINE, 1, Wimpole Street, 
5 P.M. Pediatrics. Dr. Maurice Campbell, Dr. % 
Carter: Acyanotic Congenital Heart-disease. 
8 p.M. Psychiatry. Dr. W.8. Feldberg, F.2.8., Dr. 8. L. Sherwood : 
Recent Experiments with Injections of Drugs into the 
Ventricular System of the Brain. 
Soutn West LONDON MEDICAL SOCIETY 


5 P.M. 


tb. Bonham 


8.30 p.m. (Bolingbroke Hospital, Wandsworth Common, 8.W.11.) 
Mr. as Walker Sexual Problems in General 
Practice 


SOCIETY FOR THE STUDY OF ADDICTION 
8 p.m. (11, Chandos Street, W.1.) Mr. F. T. Hilliger: Hand- 
writing in Relation to Drug Addiction and Alcoholism. 


Wednesday, 20th 
ROYAL SocrETY OF MEDICINE 
5 P.M. Comparative Medicine. Prof. 8. P. Bedson, F.R.S., Dr. 
Anthony Buxton, PpH.p., Mr. G. C. Brander, M.R.C.V.S. : 
Diseases of Pets Transmissible to Man. 
8.15 P.M. General Practice. Dr. R. M. 8S. McConaghey : 
Investigation. 
HYPNOTHERAPY GROUP 
8 P.M. (1, Wimpole Street, W.1.) Dr. Denys Kelsey : 
of Hypno-analysis. 


Thursday, 21st 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 
5 P.M. Dr. Cooke: Aspects of Skeletal Disease. 
Lumleian lectures.) 
Roy AL COLLEGE OF SURGEONS OF ENGLAND 
5 p.m. Mr. N. R. Barrett: Primary Tumours of Rib. 
lecture.) 


MANCHESTER MEDICAL SOCIETY 

Anesthetics. (Joint meeting with lgverpeet Society of 
Anesthetists at Liverpool.) Dr W. Johnstone : 
Mechanisms of Cardiac Arrest ; Dr. } B.. McLoughlin ; 
Hemostasis. 


Friday, 22nd 
a“ AL SocrETY OF MEDICINE 
8.15 P.M. Obstetrics and Gynecology. Dr. A. J. Wrigley, Dr. 
Derek Wylie, Mr. John Peel: Hazards of Anesthesia in 
Obstetrics. 
NORTH-WESTERN TUBERCULOSIS SOCIETY 
10.15 a.M. (Joint meeting with British Tuberculosis Association 
at Manchester University, Manchester 13.) Symposium on 
Chronic Bronchitis. 


Collective 


The Rationale 


(Second of two 


(Hunterian 


7 P.M. 
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Notes and News 





A BILL FOR EMERGENCY TRANSPORT 


In April of last year a resident on Ailsa Craig needed urgent 
medical attention; so on two occasions the local lifeboat 
was hired to take him to a doctor on the coast. Ayrshire 
Executive Council had met the expense (amounting to £16) 
out of the local mileage fund, on the grounds that if the 
patient had not come to the doctor, the doctor would have 
had to go to the patient, and an arrangement existed whereby 
the hire of the lifeboat, in such circumstances, was paid out 
of the mileage fund for Ayrshire. The Department of Health 
for Scotland, however, confirmed the view of its auditors 
that there was no provision under the Act for paying the 
cost of transporting a patient to a general practitioner. 
Since the patient had not attended a hospital, the sum could 
not be charged to the ambulance service. 

The department suggested that the patient should be asked 
to pay, but this request he ignored. Accordingly, the 
department recommended that the local medical committee 
be asked to agree to the item being paid out of the mileage 
fund for Ayrshire. The local medical committee, however, 
refused to accept this proposal, and the executive council 
has now, at the suggestion of the Department of Health, 
made application for the amount to be made a first charge 
on the mileage fund for Scotland. 


AN UNSATISFACTORY PATIENT? 


Tue Northern Ireland General Health Services Board has 
been considering (says the Belfast News Letter of March 31) 
the request of a woman and her family that the board should 
assign them to a doctor’s list. The woman was removed from 
her doctor’s list at his request, and she has so far been unsuc- 
cessful in finding another doctor in the district willing to accept 
her and her children as patients. The children are in need 
of medical care and she has accordingly turned to the board 
for help. The board accepted the recommendation of its 
advisory medical committee that the patient should be asked 
to make a further attempt to find a doctor, and if this failed 
that the secretary of the local medical committee should be 
approached to see whether some arrangement could be made. 
The difficulty appeared to be, the committee added, that the 
patients refused to carry out their doctor’s instructions on 
treatment. 





University of Cambridge 
On March 19 the following degrees were conferred : 


M.D.—J. R. Smythies. 
M.Chir.—P. F. Boreham. 


.University of Manchester 

On May 11 the honorary degree of LL.D. will be conferred 
on Sir Harry Platt, P.R.0.s. 

A diploma in psychological medicine has been granted 
to the following : 

H. L. English, P. A. L. Scott, B. F. Whitehead. 


University of Dublin 
At a recent examination for the diploma in gynecology and 
obstetrics the following were successful : 


Saroj Kumar Chattopadhyay, Narendra Jagmohandas Choksey, 
Rosalie J. Gollan, Sister Mary Hyacinthe, Masuma Allah Jowaya 
Khan, E. 8. Linton, Shanti Malhotra, Patrick O’Shea, H. B. Perera, 
Olga M. Rampersaud, Arnold Rosin, Bela Saha, Ma Khin Aye Si, 
E. 8S. Simon, Mohamed El Kasimy Ahmed Tarshouby. 


Medical Aspects of Traffic Accidents 

A conference on this subject is to be held at McGill University, 
Montreal, on May 4 and 5. Prof. Wilder Penfield, o.M., F.R.s., 
will give the introductory address. Further particulars may 
be had from Dr. Harold Elliott, Queen Mary Veterans 
Hospital, 4565, Queen Mary Road, Montreal. 


Estimating Need for Doctors 

Evidence is now being invited by the committee set up by 
the Minister of Health and the Secretary of State for Scotland, 
under the chairmanship of Mr. Henry Willink, to estimate the 
future number of medical practitioners and the appropriate 
intake of medical students. Invitations are being sent to 
selected organisations, but the committee is also willing to 
consider written evidence from other sources. Any person 


or organisation wishing to submit views should send them 
in writing to the committee’s secretary, Mr. Phillip Muston, 
Ministry of Health, Savile Row, London, W.1. 


NOTES AND NEWS 
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Guy’s Hospital 

On Friday, May 6, at 5 p.m., at the Medical School, London, 
8.E.1, Prof. J. Z. Young, ¥F.n.s., will give the Fison lecture on 
Memory Processes. 


West Midlands Physicians Association 

The spring meeting of this association will be held at the 
Warneford Hospital, Leamington Spa, on Saturday, May 7, 
at 11 a.m. 


Medical Society for the Care of the Elderly 
The annual general meeting of this society will be held at 
the Whittington Hospital, London, N.19, on May 6 and 7. 


General Board of Control for Scotland 

Mr. D. B. Donald, a principal in the Department of Health 
for Scotland, has been appointed secretary to the board in 
succession to Mr. J. A. MacGregor, who has retired after 45 
years in the service of the board. 


International Congress of Comparative Pathology 
This conference will be held in Lausanne from May 26 to 31 
under the presidency of Professor Fluckiger, director of the 
Federal Veterinary Office. Further particulars may be had 
from the general secretariat, 19 rue César Roux, Lausanne. 


Institute of Diseases of the Chest, London 

Dr. J. G. Seadding is to give clinical demonstrations at the 
institute (in the grounds of the Brompton Hospital, Fulham 
Road, 8.W.3) on Fridays at 5 p.m. from April 22 to July 8. 
They are open to doctors without fee. 


Mental After Care Association 


The annual general meeting of this association is to be held 
at 3 p.m., on Friday, April 22, at Westminster School, Little 
Dean’s Yard, London, 8.W.1. Dr. Henry Yellowlees and 
Sir Percy Barter will speak. 


Claire Wand Fund 


The trustees of this fund invite essays on Postgraduate 
Education of Newly Qualified Doctors in Preparation for 
Entry into General Practice. 


The competition is open to any qualified doctor, and the first prize 
is 200 guineas and the second prize 75 guineas. The closing date 
is Jan. 31, 1956. Further particulars may be had from the secretary 
of the fund, B.M.A. House, Tavistock Square, London, W.C.1. 


Royal Society 

At a meeting of this society at Burlington House, London, 
W.1, on Thursday, May 12, at 4.30 p.m., a film will be shown 
illustrating some of the research activities of the Istituto 
Superiore de Sanita in Rome. Prof. D. Marotta, the director- 
general, will give an introductory address, and Mr. E. M. 
Chain, F.R.s., will speak on recent advances in carbohydrate 
metabolism. 


Premature Baby Unit 

A small party was held at the Hammersmith Hospital on 
April 5 to welcome the 1000th baby to be admitted to this 
unit. 

The unit was opened on Dec. 1, 1947. Most of the babies cared 
for in the unit have been born in the obstetric department of the 
Hammersmith Hospital, but over a third of admissions have been 
of babies born at home or in other hospitals and nursing-homes. 


About 800 nurses from Great Britain and nineteen other countries 
have received periods of training. 


Human Relations in Industry 

The Scientific Film Association is holding a conference on 
this subject from May 24 to 26 at Ashorne Hill, near Leaming- 
ton Spa. The four main sessions will be on films used as an 
introduction to the job; films on human attitudes to work ; 
films as a means of communication within industry; and 
films used for the training of management-worker relations. 
Further particulars may be had from the general secretary 
of the association, 164, Shaftesbury Avenue, London, W.C.2. 


Cushny Lectures 


These lectures will be held at the Department of Pharmaco- 
logy, University College, London, at 5.15 p.m. on Tuesdays 
and Fridays during May. Dr. 8. E. Dicker will give the opening 
lecture on Renal Clearances in Mammalian Kidneys on 
Friday, April 29. The other speakers are: Miss Grace 
Eggleton, p.sc., Prof. F. R. Winton, Dr. Mary Pickford, 
Mr. L. E. Bayliss, pH.p., Dr. J. D. N. Nabarro, Dr. H. Harris, 
Prof. R. A. McCance, F.R.s., Prof. M. L. Rosenheim, and 
Prof. G. M. Bull. 
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... J watched the wound, heal through 
a Dalmast Transparent Dredsing 








DALMAS TRANSPARENT WOUND DRESSING 


The Dalmas Transparent Wound Dressing consist of a clear, trans- 
parent observation panel spread with adhesive along the edges and 
incorporating two strips of antiseptic dressing. 


Reports have been received on the use of 
DALMAS transparent wound dressings 
on over 300 major operation cases, during 
a period of 6 months. Not a single case 
of sepsis occurred. 

The dressing enables the wound to be scen 
in all stages of repair, It has high degree 
of pliability, thus allowing it to mould 
to the body contours during post-operative 
movements ; it need not be changed until 
the stitches or clips are removed. 

The dressing is waterproof and strong 
and protects stitches and clips from being 


dragged on by loose dressings. The ends 
are sealed with Dalmaplast waterproof 
strapping. 

The use of Dalmas transparent wound 
dressings saves time. They are cheaper 
than the usual gauze, wool, strapping 
and bandages. The protective gauze 
covering ts spectally treated to remain 
sterile over several weeks, so that it 
constitutes a reliable surgical dressing. 
Two widths 3 & 45 three lengths 8 x12 
and % 





DALMAS LIMITED 
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DALMAS 


LEICESTER & LONDON. 


Established 1823 
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The quaternary ammonium 
compound, Cetrimide, is 
specifically recommended for 
the treatment of seborrhoeic 
dermatitis in cases where soap 
shampoos are irritant* 






SEBODERM contains 15.6% of 





cetrimide in an elegantly emulsified 





base containing lanolin. For simple 


SEBODERM 


CETRIMIDE SHAMPOO 





dandruff a single weekly treatment is 







sufficient. For  seborrhoeic dermatitis, 





in 3-ox. tubes however, treatment should be on alternative 


: 5 nights until there is improvement in the condition, 
Literature and Professional Sample , 


on request from:— *Brit. Med. J. 1951, 2, 1070, 


PRIORY LABORATORIES LTD. 
Priory Works, West Drayton, Middlesex 








The TECOTA Mark 6 


Temperature Compensated Inhaler for 
Trichloroethylene B.P. Analgesia. 


Approved by the Central Midwives Board 


@— 0°5% Trichloroethylene in air maintained 
from 55° F. to 95° F. over wide ranges of 
respiratory rates and tidal volumes. 


@— Low resistance to breathing. 
@— Weight only 7 Ibs. 

@— Size 6}” x 13"x 7’. 

@— Works in any position. 


@— Cannot be overfilled. 





@— Designed and manufactured by :— 


CYPRANE Limited 


HAWORTH KEIGHLEY YORKS. 
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The “CHIRON” 
HYGIENIC DISPOSABLE BAGS 


(Pat. applied for 287887/51) 


LIGHT NO ODOUR 
SAVE DRESSINGS 
+ 
For: 
ILEOSTOMY 


COLOSTOMY 





CYSTOTOMY 


TRANS- 
PLANTATION 
OF URETERS 





ff .¢ ETC 
, ? £6 = 
JA ” 
f YF oj Also replaces Rubber 
Fi 
e’ 4 Koenig-Rutzen Bag 











* 
ASK FOR CIRCULAR 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
32-34, New Cavendish Street, London, W.1 

















Availability of 


Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should be administered 
concurrently. 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10, 


ALLUZYME 


The NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of “ The Therapeutic and Nutritional 
: Ay 


Value of Brewers’ Yeast”? 
Professional Samples and Prices on request from >— 


ALUZYME PRODUCTS 
MINERVA ROAD, LONDON, N.W.10. 
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For the jaded 
appetite... 





so light... 
so tempting...so 


much food value 


in so little bulk 


Ser... ECT 


THIS IS THE ANALYSIS 
Carbohydrates, 





1 Starch 574% 

| Saccharides 58% 

i 63°2% 
Fat . ane 20°5% 

| Protein eee ~ 91% 
Ash . a ota oe 

1 Fire : ‘ 16% 

] Moisture e 33% 


Ring George VI. 
M° Vitie & Price Lid. 


If you would like us to send you a sample packet of 
MACVITA, free of charge, please send us your 
name and address. ( Block letters please.) 


MCVITIE & PRICE LTD - EDINBURGH - LONDON - MANCHESTER 
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PHILIPS 
CARDIOLUXE 


DIRECT-WRITING ELECTROCARDIOGRAPH 


~ 


immediately visible records WITHOUT INTERFERENCE 





A portable direct-writing electrocardiograph providing 
an instantaneous record on thermo-sensitive paper. 
Simplicity of operation and positive interference 
elimination ensure a perfect record anywhere. 


Pros fon 


WHAT HAS 
HAPPENED HERE? 
By simply rotating a control all 
interference has been eliminated 
without need to repdsition 

patient, etc. 








MBSE TERY AE OSS 
PS Sa RE 


t t } i i j i 1 






Write or telephone for further details 


PHILIPS ELECTRICAL LTD 


ELECTRO-MEDICAL SECTION 


CENTURY HOUSE - SHAFTESBURY AVENUE - LONDON - W.C.2 - GERrard 7777 
(Pxo0o8B) 


The Cardioluxe is on show at the 
X-ray Centre, Century House. 





—— 
Com 





Softening 
the blows of 
FATIE:.. 


The Ancients personified Fate by the Three Sisters; Cloth 
Lachesis and Atropos, who sat spinning the thread of each 
man’s destiny, ruthlessly cutting it as the whim took them. 


0, & 





Although the modern mind has abandoned this picturesque 
image of Fate, it believes in providing for every contingency The ““ Legal and General’’ deals with all normal types 
through personal and corporate insurances. si of insurance, including — 
In the business and professional world the name Legal and GROUP AND MASTER POLICIES COVERING ALL FORMS OF PENSION 
General” has long been associated with almost every aspect AND LIFE ASSURANCE SCHEMES, OR ENDOWMENT PENSION SCHEMES 
ms ‘ © > “ we INCOME POLICIES * MONTHLY PREMIUM LIFE ASSURANCE 
ot insurance; it has always been foremost in bringing to the ENGINEERING * GROUP PERSONAL ACCIDENT * FIRE AND 
service of industry and the general public, new and improved Asay ° 52008, Cea 











insurance cover. 


LEGAL & GENERAL 


ASSURANCE SOCIETY LTD 


CHIEF ADMINISTRATION 188 FLEET STREET, LONDON, £.O.4 
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THE MARCONI ELECTRO-CARDIOGRAPH 












THE ELECTRO-CARDIOGRAPH, TYPE TF 981 


is a compact direct-writing instrument carefully designed to combine 
a high standard of accuracy and reliability with convenience and simplicity 
of operation. Housed in a leather-covered metal case, this mains- 
operated Electro-Cardiograph is completely self-contained with 
stowage space for leads and accessories. The lead-switching provides 
for Standard Leads, Goldberger Unipolar Limb and Goldberger 
Unipolar Chest Leads ; the direct-writing recorder is available with 
either an electrically-heated stylus or an ink writing pen as desired. 


MARCONI instRuMENTS 


SPECIALISTS IN 
DIATHERMY ° AUDIOMETRY 
ELECTRO-ENCEPHALOGRAPHY * ELECTRO-CARDIOGRAPHY 
THERAPEUTIC AND DIAGNOSTIC X-RAYS 


MARCONI! INSTRUMENTS LTD., ST. ALBANS, 
HERTFORDSHIRE. ST. ALBANS 6160/9 
30 Albion Street, Kingston-upon-Hull. Phone: Hull Central 16144 
19 The Parade, Leamington Spa. Phone: 1408 

Agents in Export: 

'S WIRELESS TELSGRAPH CO. LTD + MARCONI HOUSE - STRAND ~- LONDON, W.C.2 


EM? 





A most comprehensive cross-section 
of capital and consumer goods 
exhibited by 4,000 manufacturers 





Sole U.K. representatives SCHENKERS LTD. — Shipping and Forwarding Agents 
27, Chancery Lane, London W.C.2. ’*Phone CHAncery 6612 Telex LONDON 2-2625 
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DY scx 


For the young man 
with a future You should bank 


istatatos Ea Ei | 
MEL, e with the 


AND FAMILY 








<< 








RETIREMENT 


ME, Westminster 


(BOTH WAYS’ ) 


is more than ever the 
policy of the moment 


Let it help to smooth your road through the years 
of endeavour ahead. You will put yourself under 

















no obligation by writing for full details to... Westminster Bank Limited 
Head Office: 41 Lothbur 
Scottish Widows Fund 0 Bad 





Head Office : 9 St. Andrew Square, Edinburgh 2. 
London Offices : 28 Cornhill, E.C.3. 17 Waterloo Place, S.W.1 



































SZU/UINUUILUNOANAOUHALLUOLUUUAULUUUUAUUAOG PEO CLEU UCU UAE 
THE WORLD’S GREATEST BOOKSHOP — 





* FOR BOOKS* 


Famed Centre For 
Medical Books 


A 
= 
ais Fiat shinies Seas 
lo Masic, S , Records, Teols = 
and hecoerettos Magazine Subscriptions, Lending Library. : 
= 

= 


Soluble BARBITONE gr. 2}. Stabilised 
VALERIAN m. 3, per drachm. 


The economical and effective 


SEDATIVE & BHYPNOTIC 


4 oz. bottle 4/2 
(also 40 oz. and 80 oz. sizes) 
Samples on signed request 
ROBERTS & CO. 


Pharmaciens 


119-125 CHARING CROSS ROAD LONDON WC2 
Gerrard 5660 (16 lines) %e Open 9-6 (inc. Sats.) 
Nearest Station: Tottenham Court Road 


}HNNNUQYOOOULLUAO0ANY¢00ALVO0O0L4Q00 LPOG 0 LEECHED UUSOOE ULHRA 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


76, New Bond Street London, W.1 
Prescribe on E.C.10 


HNIUUUN HUET TTL 


= 


a 














PresipeENt: THe Ricut Hon. THe EARL OF DERBY, M.C. 
MepicaL SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 





This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
treatment is employed in suitable cases. 

Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone : GATLEY 2231. 
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ST. ANDREW’S HOSPITAL fentat oisonoers 
NORTHAMPTON 
PresipENt: THE EARL SPENCER 


MepicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental! disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and patho ogical examinations. Private 
rooms with special nurses, male or female, in the Hospita! or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersien bath, —< Douche. Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a partment for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. . 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
| yx a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey ands, lawn tennis courts {grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 

















A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 





Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
THE COTSWOLD SANATORIUM); CHISWICK HOUSE 
CRANHAM, GLOUCESTER PINNER, MIDDLESEX 
On the Cotswold Hills Telephone: PINNER 234 








seven miles from Cheltenham. 4 eet ceiiuhin ememe aaa wiles 
ate e Care 
FOR THE TREATMENT OF PULMONARY TUBERCULOSIS Nervous limes bhi. teaeentiaa8 


A modern house, 12 miles from Marble Arch, in attractive 


Terms: 10 gns. per week secluded grounds. Patients treated under Certificate, Tem- 
— « Wie . rary or Voluntary status. odern forms of treatment, 
Telep 7w 2181-2. Apply Secretary. | including psychotherapy, parco-analysis, modified 








occupational therapy, E.C.T., etc. 


PARK SANATORIUM DOUGLAS MACAULAY, M.D., D.P.M. 


(FORMERLY SANATORIUM TURBAN) 7 


DAVOS-PLATZ, SWITZERLAND HEIGHAM HALL, NORWICH 


First-class house, 5,150 feet above sea-level. Large park and wood 


belonging to the Sanatorium. Terms for board and residence PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

including room, medical treatment, etc., from Fes. 18 per day. of treatment carried out. Accommodation for Alcoholics and Addicts 

Prospectus. available. Special Geriatric Unit now open. Fees from 6 gns. per week 
Medical Superintendent, F. CHARLES, M.D. upwards according to requirements. 











&nply to Or. | A. SMALL Telephone : Norwich 20080 


THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 























Vacancies 
ACADEMIC AND EDUCATIONAL Page| Bridgend Gen. Sr. H.O. be .. 43 | Sheffield R.H.B. Cons. oe oo aa 
SECTION 38 | Cardiff United Hosps. Reg. & Sr.H.O. 43 | Stafford H.M.C. Sr. H.O. .. — 
Se te _ 2 P Grozdon nage, .aee Locum Reg. 43 | Warwick. Sr. H.O. .. . a oe 
1aring Cross, C.2. eg... ia 0 alifax Gen. Jr. H.M.O. ed oo 
Fulham, W.6. Reg. .. e .. 40] Leamington Spa. Warneford Gen. CASUALTY 
Metropolitan, E.8. Locum Sr. H.O. 40 tae aa Sp ae -. 45 | Hackney, E.9. H.O.’s.. a4 40 
Mothers’, E.5. Sr. H.O. 7 .. 40] Leeds R.H.B. Reg. .. oa -. 45 | Lambeth, 8.E.11. Sr. H.O. or H.0O. 40 
North West Met. R.H.B. P.-t. Cons. 39] Manchester R.H.B. Cons. .. - 39 | Metropolitan, E.8. Locum Sr. H.O. 40 
Paddington Gen., W.9. Sr. H.O. .. 41] Medway & Gravesend H.M.C. Sr.H.O. 46 | Royal Free, W.C.1. Sr. H.O... 41 
St. James’, S.W.12. Reg. .. .. 41] North East Met. R.H.B. Reg. .. 40] S8t. John’s, S.E.13. H.O. as 41 
Whittington, N.19. Regs. .. .. 421 Oxford R.H.B. Sr. H.M.O. .. .. 39 | Beckenham,'Kent. Sr. H.O. . 42 


36 











THE LANcET] 


THE 


LANCET GENERAL ADVERTISER 


[APRIL 16, 1955 





Birmingham United Henge. Sr. H.O. 
Cardiff. St. David’s. H.O : sa 
Colchester H.M.C Sr. H.0.’s & 

Temp. Sr. H.O. ‘ 


Grimsby Gen. Sr. H. oO. 
Hertford County. Sr. H.¢ a 
Leamington aus. Ww ~aed ford Gen. 


1.0. 

Public Dispensary & Hosp. 
». . 

Leeds United Hosps. Sr. H.0.’s 

Domnart, Mon. Royal Gwent. Sr. 
H. ae 

Sr. H.O.’s . 

Pre-reg. H. 0. 

Reg. . 

Group. 


a Gen. 
Salford Royal. 
Slough. Upton. 
Swindon Hosp. Sr. H.O. 


CHEST AND er ye 
London Chest, E. me 

H. o. 

Locum Sr. H.M.O. 
H.O. 


Plaistow, E.13. Sr. 
Colchester H.M.C. 
Driffield. Northfield San. Sr. 
Leeds R.H.B. Reg. .. oi 
Manchester R.H.B. Sr. Reg. 
North Fast Met. R.H.B. Regs. 
Scotland. Northern R.H.B. 

H.M.O eX Je oe 


EAR, NOSE, AND THROAT 
Birmingham & Midland Ear & Throat. 

Sr. H.0. or H.O. .. 
Bowden, Cheshire. St. 
' teg 


Jr. 


"Anne's E.N.T. 


Doncaster Royal Infy. Sr. H.O. 

East Anglian R.H.B. Reg. .. 

Leeds United Hosps. Sr. H.¢ 

Maidstone. Kent County Ophihalmic 
& Aural. Sr. H.O. .. % 

Nottingham Gen. Sr. H.O. 


Stoke-on-Trent, North Staffs Royal 


Infy. Sr. H.O. 


GERIATRICS 

a. 
H.N 

Halifax: st. John’s. Sr. H.O. 

Motherwell, Hamilton & Dist. Hlosps. 
B.O.M. Jr. H.M.O. & Sr. H.O. 

North West oer R.H.B. Cons. 


HZMATOLOG 
Sheffield R.H. B. Sr. H.M.O. 


INFECTIOUS DISEASES 
Eastern (Fevers), E.9. H.O. 
Bristol. Ham Green. Jr. H. M.O. 
Leeds R.H.B. Reg. . 
Sheffield. Lodge Moor. Reg. . 


MEDICINE 

Battersea Gen., S.W.11. 
Highlands Gen., N.21 
North East Met. - H. B. 
North Middlesex, N.18. 
Paddington Gen. RS Ww 9. 
Roy — London Semneepatite, 


. HO. 
Sr. H.O. 


Reg. je 
P.-t. . H.M.O. 


Summpeetele, Jr. 


H.O. 


H.0.’s ba 
We.1. 
Royal ‘Northern, N.7 
St. Ann’s Gen., N. ib. 
St. Charles’, W.10. 
St. Mary’s, W.2. 
(Clin. Asst.) . 

Alton Gen. Sr. H.C 

Bournemouth. ( sariate hurch. 

Cardiff. St. David’s. Sr. H.O. 
Chelmsford. St. John’s. 
Croydon. Mayday. 
Durham. Dryburn. 
Enfield Chase Farm. 
Gateshead. Dunston Hill. 
Guildford. Royal Surrey 


Sr. 


Reg... " 


Locum ‘Reg. ie 

Sr. H.0... 

County. 
OF: als > 

Leeds United Hosps. Sr. Ree. 
Reg 

Manc Koster R.H.B. Reg 

~— Gloucestershire C ‘linical Area. 


or 


Nonth Shields. Preston Hosp. 

Portsmouth Group H.M.C. Sr. H.O... 

Rochdale & Dist. H.M.C. Pre-reg. 
I 


Rak o °° oe oid o* 
Romford. Rush Green. Sr. H.0O. .. 
— Western R.H.B. P.-t. 
She field U nited Hosps. Reg. or Sr. 

H.O. & Sr. H.¢ 
Soenow. Royai ‘South Hants. 

H.¢ 


Swansea. Morriston. Sr. H.O. 


NEUROLOGY 
National Hosps. for Nervous Diseases, 
W. Sr. H.O.’s or Regs. . 


NEUROSURGERY 


South East Met. R.H.B. Reg. 
West End Hosp. for Ne urology & 
Neurosurgery, W.1. Sr. 


Sr. H.0. 


Ek ee) 


~_ -._ eee 


7 2 


Wm ede Oo Go Go Co nS OO 


- 


——— oe so os > > ee ee ee ie de ee 
NQ- S 


as 


- 
o © 


pares 
on 


40 


41 
42 





OBSTETRICS AND GYNZCOLOGY 


Paddington Gen., W.9. H.O.’s 

Bangor, N. Wales. St. David’s. Sr. 
H.O. 

Barking (Maternity). ‘Sr. H.0. 


Cante - Kent & Cante rbury. 
H.0O.’ ah 

Chelmsford. St. John’s. H.O. 

Hastings. Buchanan. H.O. 


Manchester United Hosps. Reg. ne 
Medway & Gravesend H.M.C. Temp. 
P.-t. Cons 
& East 
Group. H.O. 


. H.O. & 


aa en aa 
North West Met. R.H.B. 
Plymouth. South Devon 

Cornwall Gen. Le 
OPHTHALMOLO 
— Susse “4 .% ye 


Cove a se 
H.M.¢ 
Leeds R. i. B. Re es. 


Manchester United Hosps. 
Manchester United Hosps, 


‘Warwickshire. Jr. 


sr. Pada 
Sr. Regs. 


Manchester United Hosps. Sr. H.O. 
Newcastle United Hosps. Reg. 
Portsmouth Group H.M.C. Reg. 
Scotland. Western R.H.B. Reg. 
Sheffield United Hosps. Sr. Reg. 
Southampton Eye. Sr. H.O... 
Wolverhampton Group. H.O. 
ORTHOP ZDICS 
South East Met. R.H.B. Reg. 
Bedford Gen. Locum Reg. 
Birmingham. mae Orthopedic. 
Sr. H.O. 
Bradford. Pg oodlands 


St. Luke’s & 
H 


Hosp., Rawdon. Sr. H. 
Braintree. Black Notley. “i. 0. o° 
Cambridge. Addenbrooke’s.* Reg... 


Carlisle. Cumberland Infy. Sr. H.O. 
Chertsey. St. myter’s. Sr. H.O. or 

Pre-reg. H.¢ ‘ oa 
East Anglian R. it. B. Reg. 
Farnborough, Kent. Sr. H.O. . 
Grimsby Gen. Sr. H.O. or sae um 
Ipswich Borough Gen. Sr. H.¢ 


—. East Suffolk & Ipswich. 
Leeds R.H.B. Reg a 

Leeds United Yl Sr. H.O. 
Liverpool R.H.B. P.-t. Cons. 
Nottingham Gen. Reg 
Peterborough Mem. sr. H.O 
Salisbury Gen. H.O. . - es 
Seotland. Eastern R.H.B. Sr. Reg. . 


Sheffield United Hosps. Reg. 
Stoke-on-Trent. eo. Staffs Royal 
( 


wanwuwnw 


Infy. Sr. H.O. 8 
Yorkshire. East Riding H. M.C. H.O. 8 
PAZDIATRICS 
Hosp. for Sick Child., W.C.1. Reg. . 41 
Prince of Wales’s Gen., N.15. H. 0. 41 
St. Mary’s, Child’s De pt. W.10. H.O. 4]j 
Ww estiminste r Child’s, 8 W.1. Pre-reg. 

H.O. 42 
Birmingham Sorrento Maternity. Reg. 42 
Hull. " Victoria Hosp. for Sick Child. 

mi Dt os 0 
Plymouth. South Devon & East 

Cornwall. H.O ao. 
Scotland. South-Eastern  “R.H.B. 

Reg. . -. 48 
Seuthamstes ( child’s. ‘H.O. 47 
PATHOLOGY 
St. Bartholomew’s, E.C.1, & North 

East Met. R.H.B. Sr _< ; 41 
St. Mary’s, W.2. P.-t. Sr. Reg. » 41 
Ashford, Middx. Sr. H.O.’s .. oo Se 
Manchester R.H.B. Sr. H.M.O. 39 
Manchester. West Manchester H.M.C. 

Sr. H.O. : 45 
Salisbury Group H.M.C. Reg. 47 
Sheffield. City Gen. Sr. H.O.. 48 
Sheffield United Hosps. Sr. H.O 48 
PLASTIC SURGERY 
Sheffield United Hosps. Sr. H.O 48 
PSYCHIATRY 
Bethlem Royal, Maudsley & South 

East Met. R.H.B. Sr. Reg. 40 
Bethlem Roy al & Maudsley. Sr. Reg., 

Reg. & Sr. H.O hs 39/40 
Bethlem Royal, Maudsle y & Cane 

Hill. Sr. Reg. . ee 
Elizabeth Garrett Anderson, N.W.1. 

P.-t. Coms. .. es oe ue 
Basingstoke. Park a Py Regs. 42 
Birmingham R.H.B. P.-t. Cons. .. 39 
— Crichton wie i. Me nta A 

‘ 44 
Leeds R.H.B. ‘Reg. F . 45 
Lichfield. St. Matthew’s. Jr. H.M.O. 45 
Manchester United Hosps. Sr. H.O.. 46 
Manchester United Hosps. Sr. Reg. 46 
Newcastle United Hosps. Reg. -. -46 
Northampton. St. Crispin. Sr. H.O. 46 





North West Met. R.H.B. Sr. H.M.O.’s 
Norwich. Hellesdon. Reg. .. a 
Plymouth Clinical Area. Reg. & 
Locum ee +i a 
South East Met. R.H.B. Cons. 4 
Yorkshire East Riding H.M.C. Jr. 
H.M.O. + a ee 7 
RADIOLOGY 
Birmingham United Hosps. Reg. 
East Anglian R.H.B. Sr. H.M.O. 
Leeds United Hosps. Regs. . 
Manchester R.H.B. Sr. H.M.O. 


RADIOTHERAPY 


Royal Marsden, 8.W.3. Sr. Reg. am 
St. Bartholomew's, E.C.1. Sr. Reg. 
Cambridge. Addenbrooke’s. Sr. me 
Manchester R.H.B. Sr. H.M.O. ° 
SURGERY 

Bolingbroke, 8.W.11. 


teg. & H.O. 
London Jewish, E.1. H.O 


North Middlesex, N.18. Sr. H.O. .. 

Paddington Gen., W.9. H.O.’s si 

St. Ann’s Gen., N.15. Sr. H.O. & H.O. 

St. Nicholas, 8.B.18. H.O. .. oe 

St. Thomas’s, 8.E.1. Reg. 

Whipps Cross, E.11. Pre-reg. H.O.. 

5 ae United Hosps. Sr. Regs. 
- Re 

Biackpool. Victoria. Sr. H.0. 


Bournemouth. Royal Victoria. H. 0. 
Bristol Clinical Area. Reg. .. 
Bristol. Southmead Ge n. Hosp. 

Group M.C. Sr. H.O. cs 
Cambridge. Addenbrooke’s. “Reg. . 
a ya Kent & Canterbury. 


H.O. 
Chesterfield Royal. 
Colchester H.M:C. Sr. H.O.. 
Croydon ‘Gen. Loc um Pre- -reg. HH. 0. 
Dorking Gen. Sr. H.O i 
Durham. Dryburn. Sr. H.O. 
Ellesmere Port. Jr. H.M.O... 
Epping. St. Margaret’s. Sr. H. mi 
Guildford. Royal Surrey County. H. 0. 
Herefordshire Group. Reg. 
Hitchin Hosps. H.O. 
Vie poris Hosp. “for Sick Child. 

Locum H.O. 

Huntingdon (¢ ‘ounty. 1.0 
Ipswich Borough Gen. Pre-reg. H.O.’s 
ive h. East Suffolk & anes 


Leeds R.H.B. Reg. 
Liverpool. Boot “4 
Lianelly. Jr. H.M.O. 
Manchester R.H.B. Regs. 
Manchester United Hosps. Re 
Manchester. West Manchester 
Pre-reg. H.O. 
Newport. St. Woolos. Sr. H.O. 
Newton Abbot. 8S. Devon. Sr. H. 0. 
Regs. " 


U.8 ee 
Chelmsford. St. John’s. 
H. 


Sr. H.0." 
*M. C. 


North East Met. R.H.B. 
Nottingham City. Sr. H.O. 
Poole Gen. Pre-reg. H.O.’s 


Portsmouth Group = MAC. " Pre-reg. 


Redhill. | East Surrey. , ee 
Rochdale & Dist. H.M.C.  Pre-reg. 

.0.’8 me é< 
Romford. a. H.O. 


Salisbury Gen. H.¢ 
a 1 ha aap. 
0 


Sompeuaten. Royai ‘South Hants. 
0 


st Met. R.H.B. Reg 
Mem. & Shrodelis. 


“Dhien. , Pre-reg. 


South Eas 
Watford Peace 
Reg. 
Winchester. 
Reg. & H.O 
THORACIC SURGERY 
Colindale, N.W.9. peg. P 
South East Met. R.H.B. Sr. Reg. 
Cardiff United Hosps. Sr. H.O 
Manchester R.H.B. P.-t. Cons. 
Manchester. West _— hester eo M.C. 


Royal ‘Hants County. 


Sr. H.O. 

UROLOGY 

Newcastle Gen. Sr. H.O. 

Salford Royal. Sr. H.O. 

GENERAL 

U.S.A. Suianpers. Rotating Intern- 
, snips. ee ee 
S.A. Union many. P Fall Pocuatere 
Interns. oe 

PUBLIC APPOINTMENTS 

GENERAL PRACTICE 

NON-MEDICAL 

MISCELLANEOUS 


37 


46 
47 


49 


48 
49 
50 
50 
50 





THE LaNceET] 


THE LANCET GENERAL ADVERTISER 





1955 


[APRIL 16, 





Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 





KIRK DUNCANSON FELLOWSHIP FOR MEDICAL RESEARCH 

The Council of the Royal College of Physicians of Edinburgh 
will award a Kirk Duncanson Research Fellowship of the value 
of £600 for 2 years to commence on IST OCTOBER, 1955. 

Applicants, who should state the nature of the proposed 
research and the place where it is intended to carry it out, must 
send their applications before 7th May, 1955, to the Secretary, 
Royal College of Physicians, 9, Queen-street, Edinburgh, 2. 


UNIVERSITY bah ST. ANDREWS 


REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A 2 weeks course will be held in Queen’s College, Dundee, and 
associated hospitals from 20TH JUNE to Ist JULY, 1955. Teaching 
will be by lecture-demonstrations and clinical rounds, with 
emphasis on recent advances in diagnosis and treatment. 
Accommodation available in students’ residences at moderate 
cost. Course fee £10 10s. Financial assistance, subject to certain 
conditions, from Department of Health for Scotland. Last 
date for enrolment, 30th April, 1955. 

Further particulars and application forms from Postgraduate 
Convener, Department of Pharmacology and Therapeutics, 
Queen’s College, Dundee. 

UNIVERSITY COLLEGE LONDON 


CUSHNY MEMORIAL LECTURES 

Free public lectures on FRIDAYS and TUESDAYS at 

in the Physiology Theatre (entrance Gower-street ). 

29th April .. Renal Clearances in Mam-..Dr. &. E. 
malian Kidneys 

. Tubular Reabsorption and. .Dr. M. 
Secretion 

. Physical Factors affecting. . 
Renal Function 

10th May ..Antidiuresis .. ry 

13th May ..The Process of Sec retion 

17th May ..The Adrenal Cortex and.. 
Renal Function 

. Genetic Aspects of Tubular. . Dr. H. 
Function 

.Metabolism and 
Function in the 
Few Days of Life 

. Functional Aspects of. 
Renal Failure 

. The Physiology of Osmotic. . 
Diuresis and its Clinical 
Effects 
Details of all public 

University College London, 

envelope required ). 

INSTITUTE OF OBSTETRICS AND GYNAZCOLOGY 


5.15 P.M. 
DICKER 
GRACE 


EGGLETON 
WINTON 


3rd May 


6th May Prof. F. R. 
MARY PICKFORD 
L. E. BAYLISS 

. D. N. NABARRO 





20th May HARRIS 


Renal..Prof. R. A. McCance 


First 


24th May 


27th May . Prof. M. L. RosENHEIM 


3ilst May Prof. G. M. BULL 


Officer, 
(stamped 


lectures from Publications 
Gower-street, W.C.1 


An INTENSIVE COURSE suitable for postgraduates preparing 
for higher examinations (M.R.C.O.G. and M.D.) is being 
held from 6TH to 8TH JUNE, 1955, at Queen Charlotte's 


The Chelsea Hospital for Women, and the 


Maternity Hospital, 
Gynecology at Hammersmith 


Department of Obstetrics and 
Hospital. 

The fee for the course is 14 guineas. 

A limited amount of hostel accommodation is available. 

Applications should be sent to the Secretary of the Institute 
of Obstetrics and Gynecology, Chelsea Hospital for Women, 
Dovehouse-street, London, 8.W.1. 


RESEARCH INSTITUTE OF THE HOSPITAL FOR 
SICK CHILDREN 
TORONTO, CANADA 


RESEARCH FELLOWSHIP IN BACTERIOLOGY 
Applications invited from medical graduates (Male or Female) 
with training in bacteriological methods, and some interest in 
peediatrics. Duties will consist chiefly of laboratory investigation 
of problems relating to bacterial infections. To start as soon as 
possible. Salary $5500. Preference given to person prepared to 
work for 2-year period. 
Applications, with names and addresses of 2 
sent (air- enn to 


referees, to be 


Research Institute. 
Canada. 


Director, 
Toronto, 


r. A. RHODES, 
The Hospital for si ‘k Children, 


ST. MARY’S HOSPITAL MEDICAL SCHOOL (University 
OF LONDON), Paddington, W. Applications are invited for 3 
POSTGRADUATE MEDIC AL RESEARCH FELLOWSHIPS 
at the rate of £500 for 1 year, which may be held in any Pre- 
medical, Pre-clinical or Clinical Department of the Medical 
School. Applicants must be medically qualified and should have 
completed their national service. The duties will consist of 
whole-time research under the Head of the Department concerned. 
Applications (in duplicate), stating age, qualifications, experi- 
ence, and a brief outline of the research work proposed, together 
with the names of 2 referees, should be received by the Secretary 
not later than 7th May, 1955. 
WESTMINSTER MEDICAL SCHOOL (University of 
LONDON). JUNIOR LECTURER (Male or Female), required 
for Department of Chemical Pathology. Duties mainly concerned 
with routine biochemical estimations but research facilities 
available. Applicants should have degree in chemistry or bio- 
chemistry, or A.R.1I.C. Previous analytical experience desirable. 
Salary on scale £700—£50—£900 plus F.s.8.U. superannuation. 
Applications in writing, giving names of 2 referees, to Professor 
of Chemical Pathology, Westminster Medical School, 17, Horse- 
ferry-road, London, 3.W.1, by 27th April. 
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UNIVERSITY OF OXFORD. Applications are invited 
from senior medical men having administrative experience for 
the appointment of a DIRECTOR OF POSTGRADUATE 
MEDICAL STUDIES as from Ist October, 1955. The salary 
will be in the range of £1200-—£1500. The Director will hold office 
for 5 years but will be re-eligible subject to retirement at the 
age of 67. The person appointed will be required to become a 
member of the F.S.S.U. and an allowance of £50 p.a. for each 
dependent child is payable. 

Applications (6 copies), with a statement of age, degrees, 
qualifications, professional and administrative experience, and 
the names of 3 referees, should be sent to the Secretary of 
Faculties, University Registry, Oxford, from whom further 
particulars can be obtained, not later than Ist May, 1955. 
UNIVERSITY OF OXFORD. The University proposes 
shortly to appoint a DEMONSTRATOR IN BIOCHEMISTRY 
with effect from Ist September, 1955. The main duties of the 
Demonstrator will be to teach and carry out research on the 
biochemistry of micro-organisms ; experience of microbiology 
as well as of biochemistry is therefore desirable. Stipend in the 
scale £750 (at age 29)-€1450 p.a., or, if medically qualified, 
£1000—£1700 ; children’s allowances of £50 p.a. for each child. 

Applicants should communicate with the Administrator, 

Department of Biochemistry, South Parks-road, Oxford, who 
can give further particulars. 
UNIVERSITY OF BIRMINGHAM. Faculty of Medicine. 
The University invites applications for the post of Whole-time 
LECTURER (grade I—Clinical) with the status of First Assis- 
tant to the Chair of Peediatrics and Child Health. Candidates 
should have a higher University degree and must be Fellows or 
Members of the Royal College of Physicians, London, with 
considerable experience in undergraduate teaching and an interest 
in research. Salary £1750—£100-—£2400, together with F.S.8.U. 
and family allowance. 

Applications (9 copies), with names of 3 referees, should 
reach the Assistant Registrar, The Medical School, Birmingham, 
15, not later than Thursday, 5th May, 1955. Further particulars 
may be obtained from the undersigned. 

G. L. BARNES, 

The University, Edgbaston, Birmingham, 15. 
THE UNIVERSITY OF LIVERPOOL. Applications are 
invited from medically qualified candidates for the post of 
DEMONSTRATOR in the Department of Anatomy at a salary 
of £700 p.a. 

Applications, stating age, qualifications and experience, 
together with the names of 3 referees, should be received not later 
than 5th May, 1955, by the undersigned, from whom further 
particulars of the conditions of appointment may be obtained. 

STANLEY DUMBELL, Registrar. 
THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for a post of LECTURER or ASSISTANT LECTURER 
IN PHYSIOLOGY to begin duties on Ist October, 1955. Salary 
scales : (a) for candidates holding a registered medical quali- 
fication—Lecturer, £800—-£100—£1700 ; Assistant Lecturer, 
£700—£50-£800 ; (6) for other candidates—Lecturer, £650—£50- 
£1350; Assistant Lecturer, £550-£50—-£650. Commencing salar 
in either grade according to qualifications and experience, wit 
F.S.8.U. provision and family allowance. 

Applications (6 copies) should be sent to the Registrar, from 
whom further particulars may be obtained, by 7th May, 1955. 


THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for a post of SENIOR LECTURER or LECTURER 
IN PHYSIOLOGY to begin duties as soon as possible. Salary 
scales : (a) for candidates holding a registered medical quali- 
fication—Senior Lecturer, £1750—-£100—£€2050 ; Lecturer, £800- 
£100-£1700 ; (b) for other candidates—Senior Lecturer, 
£1400-—-£50-£1650 ; Lecturer, £650-—£50-—£1350. Commencing 
salary in either grade according to qualifications and experience, 
with F.S.8.U. provision and family allowance. 

Applications (6 copies) should be sent to the Registrar, from 
whom further particulars may be obtained, by 7th May, 1955. 


UNIVERSITY OF EDINBURGH. Applications are invited 
for a LECTURESHIP IN PATHOLOGY. Salary scale £700— 
£100-—£1100 p.a., with placement according to Bim he sm 
and experience, and with superannuation benefit and family 
allowance where applicable. The successful applicant will be 
expected to take up duty as soon as possible. 

Further particulars may be obtained from the undersigned 
with whom applications, giving the names of 2 referees, should 
be lodged not later than 2Ist May, 1955. 

CHARLES H. STEWART, Secretary to the University. 


Hospital Services : Senior Appointments 


ELIZABETH GARRETT ANDERSON HOSPITAL, N.W.1. 
ROYAL FREE HOSPITAL GROUP. Consultant in Psychological 
Medicine. Applications are invited from Women medical 
»ractitioners for the post of Part-time PHYSICIAN in Psycho- 
otent Medicine. Duties to commence Ist October, 1955. 
Experience with children as well as adult patients would be an 
advantage. 

Applications, stating details of qualifications and experience, 
and giving the names of 3 referees, should be forwarded to the 
Seeretary to the Board of Governors, Royal Free Hospital, 
Gray’s Inn-road, London, W.C.1, not later than 2nd May, 1955. 


ST. MARY'S HOSPITAL, W.2. Applications are invited 
from ee yoy ractitioners for the post of CLINICAL 
ASSISTANT in the Allergy Clinics (Wright-Fleming Institute 
of Microbiology) for 2 notional half-days per week ; graded 
Senior Hospital Medical Officer. The appointment will be as 
from a date to arranged. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service ‘gradings of _— and present appointments, together 
with the names an of 3 referees, should reach ALAN 
PowpitTcH, House Governor, by 20th April, 1955. 


Secretary. 
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NORTH WEST METROPOLITAN REGIONAL HOS- 


PITAL BOARD. 

(1) CONSULTANT ANZAESTHETIST, 1 half-day a week 
(Wednesday morning), Marie Curie Hospital, 66, Fitzjohn’s- 
avenue, N.W.3 (50 Beds). 

Applications by 20th May, 1955. 

(2) ASSISTANT PSYCHIATRIST 


(whole-time), Senior 


Hospital Medical Officer grade, Shenley Hospital, near St. 
Albans, Herts (2270 Beds). 
Applications by 23rd May, 1955. 


(3) ASSISTANT PSYCHIATRIST (whole-time), Senior 
Hospital Medical Officer grade, Napsbury Hospital, near St. 
Albans, Herts (2138 Beds). 

Applications by 23rd May, 1955. 

(4) CONSULTANT GYNA®COLOGIST, 1 half-day a week. 
Bushey Hospital, Bushey Heath, Herts (38 Beds). Successful 
candidate required to live within reasonable distance of the 
Hospital. 

Applications by 25th May, 1955. 

(5) CONSULTANT PHYSICIAN (whole-time) with main 


interest in geriatrics, Bedford General Hospital (437 Beds) and 
Clapham, Biggleswade and Steppingley Hospitals (chronic beds 
totalling 173). Experience in rheumatology and pbysical 
medicine an advantage. 

Applications by 16th May, 1955. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
11a, Portland-place, W.1. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 
North Staffs (Mental A) Stoke-on-Trent Groups 

CONSULTANT PSYCHIATRIST (part-time), 9 notional 
half-days weekly. Duties at St. Edward’s Hospital, Cheddleton 
(5 notional half-days) and City General Hospital, Stoke-on- 
Trent (4 notional half-days). Wide experience specialty/higher 
qualifications required. 

Applications (15 copies), stating name, age, nationality, 

qualifications, present and previous appointments, and details 
of 3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 2nd May, 1955. 
COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. COLCHESTER CHEST CLINIC. Locum ASSISTANT 
CHEST PHYSICIAN (Senior Hospital Medical Officer grade) 
required. The post is full-time, resident or non-resident. Fully 
equipped modern clinic, with duties in tuberculosis wards at 
Myland Hospital. 

Applications, stating date available, with copies of 3 testi- 
monials, to Group Secretary, 14, Pope’s-lane, Colchester, Essex. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT RADIOLOGIST (whole-time) at Hospitals in the 
Peterborough and Stamford Area. Duties mainly at Peter- 
borough Memorial Hospital where there is a new and fully 
equipped X-ray Department. Wide experience and higher 
qualification necessary. Salary scale £1500-£1950. 

Applications (8 copies), stating age, experience, and the names 
of 3 referees, to Secretary of Board, 117, Chesterton-road, 
Cambridge, by 25th April, 1955. Candidates invited to visit the 
hospitals concerned by direct arrangement with Hospital Manage- 
ment Committee Secretary, Memorial Hospital, Peterborough. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Alder 
HEY CHILDREN’S HOSPITAL. Applications are invited for the 
post of Part-time CONSULTANT ORTHOPEDIC SURGEON 
giving 3 notional half-days at the above Hospital. The post is 
tenable from ist June, 1955. Applicants must possess a higher 
qualification in surgery. 

Forms of application from, and te be returned to, Dr. T. Lloyd 
Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 30th April, 1955. 

VINCENT COLLINGE, Secretary to the Board. 


OXFORD REGIONAL HOSPITAL BOARD. Appli- 
eations are invited for the post of Whole-time ASSIST PNT 
ANAESTHETIST in the grade of Senior Hospital Medical 
Officer, to the hospitals of , a BH and District Hospital 
Management Committee. Applicants should hold the D.A. The 
successful candidate will be required to reside in or near 
Northampton General Hospital. Applicants are invited to visit 
the hospitals by arrangement with the Secretary, Northampton 
General Hospital. 

Applications (10 copies), stating age, qualifications, experience, 
and the names and addresses of 3 referees, should reach the 
Secretary of the Board, 43, Banbury-road, Oxford, by 30th April. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of CON- 
SULTANT PHYSICIAN in charge of wards at the Victoria 
Infirmary, Glasgow, involving teaching duties. T ‘he appointment 
will be part-time remunerated on the basis of 7 7 notional half- 
days per week. The successful applicant will require to enter 
upon the duties of the post on Ist October, 1955. This appoint- 
ment is subject to the National Health Service (Scotland) 
superannuation regulations. 

Applications (16 copies), stating date of birth, 

experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of Full-time SENIOR HOSPITAL MEDICAL 
OFFICER (non-resident). Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications, giving details of past experience and qualifica- 
tions, together with the names of 3 referees, to be addressed 
to the undersigned as early as possible. (Special application 
forms can be obtained on request. ) 

. J. CABLE, Secretary, United Manchester Hospitals. 


qualifications, 





MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) CONSULTANT ANAESTHETIST, Royal Manchester 
Children’s Hospital, Pendlebury, and Salford Royal Hospital. 
Whole-time for minimum of 3 years, when Board will consider 
application for maximum part-time employment. Higher 
qualification in aneesthetics essential, successful candidate to 


live in or near Salford. 25th April, 1955. 
(6) Maximum Part-time CONSULTANT THORACIC 
SURGEON from Ist November, 1955, for Regional Thoracic 


Surgery Service based on Manchester. 
Sanatorium, Manchester, and Park Hospital, 
general and thoracic surgery training and experience essential. 
Appointee to live in or near Manchester. 5th May, 1955. 

(ce) Whole-time NON-RESIDENT ASSISTANT PATHOLO- 
GIST (Senior Hospital Medical Officer) to the West Manchester 
Hospital Centre, based on the Group Laboratory at Park 
Hospital, Davyhulme, near Manchester. Experience in all 
branches of hospital pathology desirable. Successful candidate 
will work under general guidance of a Consultant. 30th April, 1955 

(d) Whole-time, NON-RESIDENT ASSISTANT RADIO- 
LOGIST (Senior Hospital Medical Officer) to the Stockport and 
Buxton Hospitals (Stockport Infirmary, Stepping Hill Hospital, 
Stockport, Devonshire Royal Hospital, Buxton, and Buxton 
Hospital, &c.) Wide experience and D.M.R.D. essential, 
appointee to live in Stockport area. 4th May, 1955. 

(e) Whole-time, NON-RESIDENT ASSISTANT RADIO- 
THERAPIST (Senior Hospital Medical Officer), Christie Hospital 
and Holt Radium Institute, Manchester. Candidates must possess 
D.M.R.(T). Appointee to live in or near Manchester. 3rd May, 
1955. 

Application forms from the Senior Administrative Medical 
Officer of the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Regional 
BLOOD TRANSFUSION CENTRE, Northfield-road, SHEFFIELD, 10. 
Whole-time NON-RESIDENT MEDICAL OFFICER required 
with previous clinical and laboratory experience, to work under 
the supervision of the Director. Salary scale : £1500-—£50-£1950. 
Duties mainly concerned with the development of immuno- 
hematelogy in its laboratory and clinical aspects, but will also 


Main centres at Baguley 
Davyhulme. Good 


include participation in the routine work of the Centre. 
The post will provide excellent opportunities for original 
work. 


Application forms and further details from the Senior Admin- 

istrative Medica! Officer, Sheffield Regional Hospital Board, 
Fulwood House, Old Fulwood-road, Sheffield, 10. Forms to be 
returned by 7th May, 1955. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT ANASSTHETIST for the Sheffield No. 1 
Hospital Management Committee Group with duties mainly 
at the City General Hospital, Sheffield. This Hospital has 
teaching affiliations with the University of Sheffield. There are 
Professorial Medical and Gyneecological Units, a Department 
of Thoracic Surgery and a Regional Cardiological Centre. 

Further details and application forms from the Senior 

Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield. Forms to be returned 
by 14th May, 1955. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
Whole-time CONSULTANT PSYCHIATRIST at St. Augustine’s 
Hospital, Chartham Down, near Canterbury. The appointment 
will entail duties as Deputy Physician-Superintendent, and the 
successful candidage will be required to occupy a house 
(unfurnished) on the Hospital estate. Candidates should 
possess a D.P.M. and preferably a higher qualification ; psychia- 
tric hospital and outpatient clinic experience is essential, and 
candidates should have had experience in modern psychiatric 
therapeutic procedures, including psychotherapy and occupa- 
tional therapy. Applicants may visit the Hospital. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present appointment and of war 
service, together with names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland- 
place, W.1, not later than 30th April, 1955. 


Hospital Services : Junior Appointments 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
8.W.11. HOUSE SURGEON (resident), vacant 18th May. 
Ope n to registered practitioners and pre-registration candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 25th April, 1955. aie 
BOLINGBROKE HOSPITAL, Wandsworth Common, 

.11. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SU MGIC AL REGISTRAR (resident), for 1 year in first instance, 
commencing May or June, 1955. Holder required as part of his 
duties to act as Group Admissions Officer, alternate periods of 3 
months. Deduction of £180 p.a. for board, lodging, &c. 

Forms of application, to be returned completed within 14 
days of this advertisement, from Group Secretary, Battersea and 
Putney Group Hospital Management Committee, 54, Upper 
Richmond-road, 8.W.15 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE 
OFFICER, commencing on Ist July, 1955, at the above Post- 
graduate Teaching Hospital, with which is associated the 
Institute of Psychiatry (University of London). Applicants 
should intend to take a full training in psychiatry. Experience 
in general medicine and neurology or in the basic sciences is an 
advantage. 

Applications, giving details of experience and the names of 3 
refe rees, should be made within 1 week of the appearance of this 
advertisement. Application forms obtainable from K. J. 
JOHNSON, House Governor and Secretary, Maudsley Hospital 
Denmark-hill, London, 8.E.5 
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BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointment of REGISTRAR, commencing 
on Ist July, 1955, at the above Postgraduate Teaching Hospital, 
with which is associated the Institute of Psye hiatry (University 
of London). Candidates with experience in general medicine and 
neurology or in psychvlogy will receive special consideration. 

Applications, giving details of experience and the names of 3 
referees, should be made within 1 week of the appearance of this 
advertisement. Application forms obtainable from K. J. 
JoHNSON, House Governor and Secretary, Maudsley Hospital, 
Denmark-hill, London, 8.E.5. ty 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointment of SENIOR REGISTRAR 
(first year), commencing on Ist July, 1955, at the above Post- 
graduate Teaching Hospital, with which is associated the 
Institute of Psychiatry (University of London). Candidates 
should have a higher medical qualification, and experience in 
psychiatry is essential. 

Applications, giving details of experience and the names of 3 
referees, should be made within 1 week of the appearance of this 
advertisement. Application forms obtainable from K. J. 
JOHNSON, House Governor one Secretary, Maudsley Hospital, 
Denmark-hill, London, 8.E. 


BETHLEM ROYAL NOSNITAL AND THE MAUDSLEY 
HOSPITAL AND THE SOUTH EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for appointment as SENIOR REGISTRAR 
(first year) commencing Ist July, 1955, at the above Postgraduate 
Teaching Hospital, with which is associated the Institute of 
Psychiatry (University of London). The successful candidate, 
subject to his qualifying for annual renewal, will serve his first 


2 years at the Bethlem Royal Hospital and the Maudsley 
Hospital, and his remaining 2 years at Hellingly Hospital at 
Hailsham, Sussex. Candidates should have a higher medical 


qualification and experience in psychiatry is essential. 
tunities for research are available. 

Applications, giving details of experience and the names of 3 

referees, should be made within 2 weeks of the appearance of this 
advertisement on a form obtainable from K. J. JoHnson (Hy), 
House Governor and Secretary, Maudsley Hospital, Denmark- 
hill, 8.E.5. 
BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL AND CANE HILL HOSPITAL. Applications are invited 
from registered medical practitioners for appointment as 
SENIOR REGISTRAR (first year), commencing Ist July, 1955, 
at the above Postgraduate Teaching Hospital, with which is 
associated the Institute of Psychiatry (University of London). 
The successful candidate, subject to his qualifying for annual 
renewal, will serve his first 2 years at the Bethlem Royal Hospital 
and the Maudsley Hospital, and his remaining 2 years at Cane 
Hill Hospital. Candidates should have a higher medical qualifi- 
cation and experience in psychiatry is essential. Opportunities 
for research are available. 

Applications, giving details of experience and the names of 3 
referees, should be made within 2 weeks of the appearance of this 
advertisement. Application forms obtainable from ° 
Jounson, House Governor and Secretary, Maudsley Hospital, 
Denmark-hill, 8.E.5. 

BATTERSEA GENERAL HOSPITAL, 


Oppor- 


eal 


S.W.11. House 


PHYSICIAN (residence optional), vacant early May. Not 
pre-registration. 

Apply Hospital Secretary, enclosing copies of 2 recent 
testimonials. 
CHARING CROSS HOSPITAL, W.C.2. Full-time 
REGISTRAR in_Anresthesia, non-resident, except on every 


Tenable from Ist July, 1955, 
Candidates should hold the 


third week-end. 
first instance. 
thetics. 

Applications, on forms obtainable 
should state date of birth, full details of qualifications and 
experience, and the names of 3 referees, and should be returned 
by 30th April, 1955. FRANK HART, 

House Governor and Secretary to the Board. 
COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. (Tuberculosis only—300 Beds.) NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. SURGICAL REGISTRAR 
(whole-time), resident or non-resident, required in the Thoracic 
Surgical Unit. Hospital may be visited by direct appointment 
with Physician-Superintendent. 

Application forms obtainable from, 

Secretary, Hendon Group Hospital 
Edgware General Hospital, Edgware, 
1955. 
EASTERN HOSPITAL (Fevers), London, E.9. House 
OFFICER (third post), now vacant. Duties may include some 
work in Chest Unit. Facilities for Postgraduate study for higher 
qualifications. 

Applications, with testimonials, to Group Secretary 
Hospital, E.9, by 23rd April, quoting EH/HO. 
FULHAM HOSPITAL, St. 
smith, W.6. FULHAM AND KENSINGTON HOSPITAL 
COMMITTEE, SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for appointment at above 
Hospital as REGISTRAR comeeaeniee vacant Ist July, 1955. 
Post recognised for F.F.A.R.C.S. examination. Candidates 
may visit Hospital by po he no me nt with Hospital Secretary. 

Applications (5 copies to be completed) by 29th April, 1955, 
on forms obtainable from Group Secretary (96.L), 5, Collingham- 
gardens, London, 8.W.5. 

HIGHLANDS GENERAL HOSPITAL, 
London, N.21. HOUSE PHYSICIAN, 


for 1 year in the 
Diploma in Anzs- 


from the undersigned, 


and returnable to, Group 
Management Committee, 
Middlesex, by 23rd April, 


, Hackney 


Hammer- 
MANAGEMENT 


Dunstan's-road, 


Winchmore-hill, 
vacant Lith May, 1955. 


Preference given to applicants seeking pre-registration post under 
Medical Act, 1950. 

Applications, 
Secretary. 
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with copies of 3 testimonials, to Hospital 





HACKNEY HOSPITAL, London, €E.9. 

Beds. ) Applications (registered practitioners 

following posts :— 
(a) CASUALTY 


(General—844 
only) for the 


OFFICER AND HOUSE PHYSICIAN 
(Skin Department), vacant 11th May. (House Officer grade.) 
(b) CASUALTY OFFICER AND HOUSE SURGEON 


(E.N.T.), now vacant. (House Officer grade.) 

Applications should reach Group Secretary, above address, 
as soon as possible, stating whether post (a) or (b) 
LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applica- 
tions are invited for appointment as RESIDENT CASUALTY 
OFFICER, vacant Ist May, 1955. The position is graded as 
Senior House Officer or House Officer, according to experience, 
recognised for the F.R.C.S. 

Forms of application from the Physician-Superintendent on 
receipt of a stamped addressed envelope. 

LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist June, 1955, for RESIDENT 
HOUSE PHYSICIAN. Appointments for 6 months, 4 in London, 
2 at the Country Branch, near Letchworth, and posts are graded 
as House Officer. Duties include work in the Outpatient 
Department and Refill Clinic as well as in wards. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, should 
reach the undersigned not later than 23rd April. 

THomMaAs Brown, House 

London Chest Hospital, E.2. 

LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE SURGEON (pre- or post- registration ) 
required for 6 months commencing 5th May, 1955. 

Applications, with copies of testimonials, to be sent to the 
Hospital Secretary. 

METROPOLITAN HOSPITAL, Kingsland- -road, London, 
E.8. Locum SENIOR HOUSE OF FICER (casualty) required, 
for period 5th-19th June. Rate of pay £14 10s. weekly. 

Applications to the Hospital Secretary. 

METROPOLITAN HOSPITAL, Kingsland- road, London, 
E.8. Locum SENIOR HOUSE OFFICER (Anesthetist) required 
for period 18th April-Ist May. Rate of pay £14 10s. weekly. 

Applications to the Hospital Secretary. 

MOTHERS’ HOSPITAL (Saivation Army), Clapton, E.5. 
(Maternity—-110 Beds.) Applications are invited for the 12 
months appointment from Ist May of RESIDENT SENIOR 
HOUSE OFFICER (anesthetics). The post offers experience 
in general surgical anesthesia in the group. Facilities provided 
to study for higher examinations. 


Governor. 


Apply, with testimonials, to Group Secretary, Hackney 
Hospital, London, E.9, quoting MH/SHO. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 


Applications are invited for the posts of RESIDENT MEDICAL 
OFFICER, and HOUSE PHYSICIAN (resident) at Maida Vale 
Hospital for Nervous Diseases, London, W.9. Appointments in 
the first instance for 6 months, renewable. Grading as Senior 
House Officer or Registrar according to experience. Preference 
will be given to candidates holding a higher degree, and previous 
neurological experience will be an asset. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary at Maida Vale Hospital, not later than 
30th April, 1955. 

NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
SENIOR HOUSE OFFICER (resident) in Surgery, required for 
9th May. Appointment for 6 months in the first instance. General 
surgery, trauma and orthopedics. Post recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials or names of 2 referees, 
to Secretary of Hospital, by 26th April. 

NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 2 
RESIDENT HOUSE PHYSICIANS (post- registration ) required 
for ist June, for 6 months. General medicine. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials, to Secretary of Hospital, 
by 26th April. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

MEDIC AL REGISTRAR (resident or non- -resident, 
in on duty nights), St. George-in-the-East Hospital, 

MEDICAL REGISTRAR (non-resident), Chase Farm and 
other hospitals in the Enfield Group, Enfield, Middlesex. Post 
offers opportunity for research, preference given to candidates 
interested in diseases of the chest. 

SURGICAL REGISTRAR (resident), General 
Southend-on-Sea, Essex. Recognised for F.R.( 

SURGICAL REGISTRAR (resident), a. ‘Wood Hospital, 
mao Wood, Essex. Recognised for F.R.( 


sleeping 
c.1. 


Hospital, 


NASTHETIC REGISTRAR (resident , rr ‘helmsford and 
~~. and St. John’s Hospitals, Chelmsford, Essex. Some 
duties at Broomfield war for thoracic surgery cases. Recog- 


nised for D.A. and F.F.A.}I 

REGISTR AR in interes m7 the Chest (preferably resident), 
Lancaster House Chest Clinic, Southend-on-Sea, Essex. A good 
knowledge of general medicine essential, also experience of 
pulmonary tuberculosis and pneumothorax refill work. Tenable 
until December, 1956, only when required for Senior Registrar 


training . heme. 

REGISTRAR in Diseases of the Chest (resident), Black 
Notley Hospital, Braintree, Essex. The Hospital has 500 Beds 
of which 190 form the Pulmonary Tuberculosis Unit. 

REGISTRAR in Diseases of the Chest (resident), High Wood 
Hospital for Children, Brentwood, Essex. Experience in tubercu- 
losis or diseases in childhood essential. 

REGISTRAR in Diseases of the Chest (resident in hospital— 
cottage available ; or nearby ), Harold Court Hospital, Harold 
Wood, and Brentwood Chest Clinic. 

Appointments subject to review after 1 year. 

Separate applications in duplicate, with 2 copies of 2 recent 
testimonials, to Secretary, 114, Portland-place, W.1, by 30th 
April, 1955. 
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PADDINGTON GENERAL HOSPITAL, Harrow-road, 
W.9. Applications are invited for the undermentioned posts 
commencing Ist June, 1955. Preference will be given to pre- 
registration candidates where appropriate 
USE SURGEONS (general surgery), 
posts. Recognised for F.R.C.S 
2 HOUSE SURGEONS (obstetrics and gynmcology ). 
re gistration post. Both recognised for M.R.C.O.G. 
4 HO USE PHYSICIANS (general medic o ), 


pre-registration 


1 pre- 
in Obstetrics. 
pre-registration 
post 

1 SE NIOR — on OFFICER (anesthetics), 
D.A,. and F.F.£ 

Applic F tng ro age, qualifications, medical school, 
experience, together with names and addresses of 2 referees, to 
reach Secretary to Committee by 2nd May, 1955. 
PLAISTOW HOSPITAL, Samson-street, London, E.13. 
Applications are invited for appointment of SENIOR HOUSE 
OFFICER (resident) to the Chest Unit and Infectious Diseases 
Unit at the above Hospital for 12 months. Previous experience 
in diseases of the chest is desirable. Excellent experience is 
afforded in the investigation of chest and infectious diseases 
cases and there are good facilities for postgraduate study for the 
M.R.C.P. examination. 

Applications, with copies of recent testimonials, to M. J. 

West Ham Group Hospital Manage- 


HuUNTLEY, Group Secretary, 
ment Committee, Stratford, London, E.15, by 23rd April, 1955. 


PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical practitioners 
for the post of RESIDENT PA®SDIATRIC HOUSE PHYSICIAN 
(third post) for a period of 6 months from 24th May, 1955. Post 
recognised for D.C.H. 

Application form from Secretary, 
Management Committee, The 
30th April, 1955. 

ROYAL FREE HOSPITAL. Applications are invited 
a poeaiee ee ‘al practitioners for the post of SENIOR 

ALTY OFFICER at the Royal Free Hospital, Gray's 
ae ~ W.C oe The appointment is full-time, resident, for 
6 months ; duties to commence on Ist July, 1955. Salary and 
conditions of service in accordance with those laid down by the 
Ministry of Health for Senior House Officers. 

Application forms may be obtained from the Secretary to the 

pease of Governors, Royal Free Hospital, Gray’s Inn-road, 
.1, to whom they should be returned not later than 4th May, 
195 5. 
ROYAL LONDON HOMCGOPATHIC HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
required for medical duties at the above Hospital for 2 half- 
days a week. Candidates should have knowledge of homco- 
pathic therapeutics. Hospital may be visited by direct appoint- 


Recognised for 


Tottenham Group Hospital 
Green, N.15, to be returned by 


ment. 
Application forms obtainable from, and _ returnable to, 
Secretary, The Royal London Homeeopathic aa Manage- 


ment Committee, Great Ormond- street, Ww. 

ROYAL MARSDEN HOSPITAL, olngras -road, §.W.3. 
Applications are invited for the post of Full-time SENIOR 
REGISTRAR in the Radiotherapy Department to commence 
duty as soon as possible. Candidates should hold a Diploma 
in Medical Radiology. 

Forms of application are obtainable from the House Governor 

to whom applications, together with names of 3 referees, should 
be sent by 2nd May. 
ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. Applications are invited for the post of HOUSE 
PHYSICIAN, vacant 24th May, 1955. Preference given to 
pre-registration candidates. 


Applications to be sent to the Hospital Secretary by 23rd 
April, 1955. oem 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 


are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (Senior House Officer ) 
to above Hospital for a period of 6 months from 14th June, 1955. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
7th May, 1955. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospital for a period of 6 months from 3lst May, 1955. 

Application form from Secretary, Tottenham Group Hos- 
pital Management Committee, The Green, N.15, to be returned 
by 30th April, 1955. 

ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE PHYSICIAN (Senior House 
Officer) to above Hospital for duty in the Chest Department 
with other general duties, for a pe riod of 6 months from 3rd June, 

1955. 

Application form from Secretary, 
Management Committee, The 
30th April, 1955. 
ST. CHARLES’ 
(593 Beds.) 


Tottenham Group Hospital 
Green, N.15, to be returned by 


HOSPITAL, Ladbroke-grove, 10. 
Applications are invite vd for the post of REG ISTH R. AR 


(general medicine), whole-time, non-resident. Good clinical 
experience in general medicine essential. Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary to the Committee, Paddington General Hospital, Harrow- 
road, W.9, by 2nd May, 1955. 

ST. JAMES’ HOSPITAL, Balham, S.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. AN XSTHETIC 


REGISTRAR. 
15th June. 
Application forms (send stamped addressed foolscap envelope ) 
obtainable from Group Secretary, Wandsworth Hospital Group, 
at above address to be completed and returned by 29th April. 


Post recognised for F.F.A.R.C.S. Post vacant 





ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of Whole-time SENIOR REGIST RAR 
in the Radiotherapy Department. Candidates are required to 
hold either a Diploma in Radiology or a higher medical or 
surgical qualification. The appointment will be for 1 year in the 
first instance with eligibility for re-election up to a maximum 
of 3 years. 

Applications, together with the names of 3 referees, should be 
submitted to the undersigned within 14 days from the appear- 
ance of this advertisement. 

C. C. Carus-WILSoN, Clerk to the Governors. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1, AND NORTH 
EAST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of SENIOR REGISTRAR in Pathology, 
to be held for 1 year in a RegionaF Hospital (Mile End Hospital) 
and for 3 years at St. Bartholomew’s Hospital. 

Applications, with the names of 3 referees, should be submitted 
to the undersigne d within the next 14 days. 

CaRUs-WILSON, Clerk to the Governors. 
ST. JOHN’S HOSPITAL, Lewisham, London, 8.E.13. 
LEWISHAM GROUP HOSPITAL MANAGEMENT COMMITTEE, Applica- 
tions are invited for the post of CASUALTY OFFICER (pre- 
or post-registration) at the above General Hospital. House 
Officer grade ; vac ant immediately and recognised for 6 months 
training for F.R.C.S. 

Applications, stating age, qualifications, and experience, with 
copy testimonials or names of referees, should be addressed to 
the es Group Offices, Lewisham Hospital, London, 
S.E.13. 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-fime (8 notional half-days) SENIOR 
REGISTRAR to the Bacteriology and V.D. Pathology Depart- 
ment. The appointment is for a first period of 12 months, as 
from Ist April, 1955, and is subject to annual review. The 
successful candidate will be required to devote the remaining 
3 notional half-days to work in the Wright-Fleming Institute, 
for which he will receive a salary so that his total remuneration 
is equal to that of a whole-time Senior Registrar. 

Applications, stating nationality, date of birth, permanent 
address, qualifications, with National Health Service gradings, 
dates and details of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitcH, House Governor, not later than 30th April. 

ST. MARY’S HOSPITAL CHILDREN’S DEPARTMENT, 
PRINCESS LOUISE KENSINGTON HOSPITAL FOR CHILDREN, St. 
Quintin-avenue, W.10. HOUSE OFFICER required (second 
or third post), medical, vacant Ist June, 1955. Pre-registration 
(second post) candidates considered. Recognised for the D.C.H. 

— ations to undersigned not later than Friday, 22nd April, 
195 A. C. YOUNG, Secretary. 
ST. “FHOMAS'S HOSPITAL, London, 8.£.1. Surgical 
REGISTRAR. With principal duties in Casualty Department 
for a period of 1 year in the first instance. 

Applications, including names and gem at 2 referees, 

to the Clerk of the Governors by the 27th April, 1955. 
SOUTH EAST METROPOLITAN REGIONAL ~HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time SENIOR REGISTRAR in Thoracic Surgery for 
duty at the Regional Unit at the Brook Genera] Hospital, 
Shooters Hill, S.E.18, and also at Grove Park Hospital, Marvels- 
lane, Lee, S.E.12. Duties will include both tubercular and non- 
tubercular thoracic surgery. Candidates should have had 
experience in thoraeic surgery and hold a higher surgical quali- 
fication. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (Kngland and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 3 referees, to be sent to the Secretary, Registrars 
a. South East Metropolitan Regional gre Board, 

. Portland- -place, W.1, not later than 30th April, 


‘Gdicen EAST METROPOLITAN er ee ti ‘HOs- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Neurosurgery at the Regional 
Neurosurgical J/nit at the Brook Hospital, Shooters Hill-road, 
Woolwich, 8.E.18. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 3 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 30th April, 1955. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopedic Surgery to fill a 
vacancy in the approved trainee establishment at the Seamen’s 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Eon South East Metropolitan Regional Hospital Board, 

. Portland- -place, London, W.1, not later than 30th April, 1955 


oa HOSPITAL FOR SICK CHILDREN, Great Seatend> 
street, London, W.C.1. Applications are invited for the post 
of ASSISTANT MEDICAL REGISTRAR (grade—Registrar), 
falling vacant on 18th July, 1955. Whole-time. 

Further particulars and form of application, which must be 
returned not later than Monday, 9th May, 1955, may be obtained 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
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ST. NICHOLAS HOSPITAL, Plumstead, S.E.18. House 
SURGEON, vacant Ist May. Approved for Pre-registration 
Service. Recognised for F.R.C.S. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

S.E.18. 
WEST END HOSPITAL FOR NEUROLOGY AND 
NEUROSURGERY, 91, Dean-street. W.1. Applications are invited 
for the resident post of SENIOR HOUSE SURGEON. Candi- 
dates should have had surgical experience and previous neuro- 
logical or neurosurgical experience would be an advantage. 

Applications, stating age, qualifications, experience, together 

with the names and addresses of 2 referees, to reach the Hospital 
Secretary by 25th April, 1955. 
WESTMINSTER CHILDREN’S HOSPITAL. West- 
MINSTER HOSPITAL TEACHING GROUP. 2 HOUSE PHYSICIANS 
(both second pre-registration), required for 6 months from 
Ist June, 1955. 

Applications, with copies of testimonials, should reach the 

Secretary, Westminster Children’s Hospital, Vincent-square, 
S.W.1, by 29th April. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO, 10) HOSPITAL GROUP. Applications are invited from provi- 
sionally registered medical practitioners for the post of HOUSE 
SURGEON (pre-registration) in General Surgery at above 
Hospital, which falls vacant on Ist June, 1955. 

Application forms from the Hospital Secretary to be returned 

by not later than 28th April, 1955. 
WHITTINGTON HOSPITAL, N.19. (1245 Beds.) 
ANASTHETIC REGISTRARS (2 posts) required at above 
Hospital. Posts recognised for F.F.A.R.C.S. and D.A. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, the 

Secretary, Archway Group Hospital Manage ment Committee, 
46, Cholmeley-park, N.6, by 25th April, 1955. 
ALTON GENERAL HOSPITAL. (121 Beds.) Winchester 
GROUP OF HOSPITALS. Applications are invited from registered 
medical practitioners for the post of RESIDENT HOUSE 
PHYSICIAN (Senior House Officer grade) with some experience 
of anmsthetics. Useful experience to be obtained in general 
medicine. The appointment is for 6 months in first instance. 
Vacant. 2ist May. 

Applications, stating age, qualifications and experience, 

together with copies of 2 testimonials, to Group Secretary, Royal 
Hampshire County Hospital, Winchester. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 2 
SENIOR HOUSE OFFICERS for Pathology (1 non-resident, 
1 (Male) resident). Previous clinical experience essential but 
pathological experience not essential. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 

BANGOR. ST. DAVID’S HOSPITAL. (136 Beds and 
Cots. Specialist Hospital for Obstetrics, Gynecology and 
Peediatrics.) PART Il MIDWIFERY TRAINING SCHOOL. CAER- 
NARVON AND ANGLESEY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER in the Obstetrical and Gynecological Depart- 
ment of the above Hospital. Previous obstetrical experience 
is essential. In the first instance, the post will be in obstetrics 
there will be opportunity for transfer to the Gynecological 
Department at the end of 6 months. The post is recognised 
by the Royal College of Obstetricians and Gynecologists for 
the Diploma and Membership examination. Salary according 
to scale. Post vacant Ist May, 1955. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, to be forwarded 
to the Group Secretary, Plas Gwyn, Ffriddoedd-road, Bangor, 
within 10 days of appearance of this advertisement. 
BARKING HOSPITAL (Maternity), Upney-lane, Barking. 
There will be a vacancy for a RESIDENT SENIOR HOUSE 
OFFICER at the above Hospital on 17th May, 1955. Salary 
being £745 p.a., less emoluments. Applic ants should have been 
qualified not less than | year. Duties will include antenatal work. 

Applications, accompanied by copies of testimonials, should 
be sent to the undersigned within 7 days of the appearance of 
this advertisement. 

H. F. HARRIS, Secretary, 

Ilford and Barking Group Hospital Manage ment Committee. 

King George Hospital, Ilford. 

BASINGSTOKE, HAMPSHIRE. PARK PREWETT 
HOSPITAL. PARK PREWETT GROUP HOSPITAL MANAGEMENT 
COMMITTER, NO. 47. Registered medical practitioners are invited 
to apply for the appointments of PSYCHIATRIC REGISTRARS 
(2 vacancies) at the above Hospital. Opportunity will be given 
for experience in all branches of psychiatry. 

Application forms (5 copies) may be obtained from the Group 
Secretary, *-Park Prewett Hospital, Basingstoke, Hants, and 
returned within 14 days of the appearance of this advertisement. 
BIRMINGHAM. SORRENTO MATERNITY HO 
PITAL AND PREMATURE BABY UNIT. (112 Beds.) PAS DIATRIC 
REGISTRAR. Hospital affiliated to Birmingham University 
for training of medical students. Duties at other hospitals 
including 50 pediatric beds at Little Bromwich Hospital, 
and children’s outpatients session. Experience children’s 
diseases essential. Higher qualifications an advantage. 

Application forms from Hospital Management Committee 
Secretary, Oak Tree-lane, Birmingham, 29, to be returned before 
2nd May, 1955. Candidates may visit Hospital. 
BIRMINGHAM, 18. SUMMERFIELD HOSPITAL, 
Western-road. Ju NIOR HOSPITAL MEDICAL OFFICER 
required (resident or non-resident), 1000 Beds for elderly and 
chronic sick and an active geriatric organisation (5 Junior 
Hospital Medical Officers ). 

Applications, with copies of 3 recent testimonials, to Secretary 
Dudley Road Hospital, Birmingham, 18. 
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BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. Required, SENIOR 
HOUSE OFFICER or HOUSE OFFICER (including pre- 
registration), according to experience. 

Detailed applications, with copies of 2 recent testimonials, to 
the Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM, 15. ROYAL ORTHOPADIC HOS- 
PITAL. (Long and short term orthopedic cases (non-traumatic), 
336 Beds and extensive outpatient services.) SENIOR HOUSE 
OFFICE R—tregistered medical practitioners, preferably with 
orthopedic experience. 

Applications, with copies of testimonials, to Administrator. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for 2 appointments of 
SURGICAL REGISTRAR (Registrar grade) to the United 
Birmingham Hospitals. Candidates must have held a resident 
appointment and should hold at least a primary Fellowship 
qualification. They may be required to be resident. 

Forms of application from the Secretary, United Birmingham 

Hospitals, Queen Elizabeth Hospital, to be returned by 23rd 
April, 1955. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of REGISTRAR 
in Radiodiagnosis (non-resident) Registrar grade, for duties in 
the United Hospitals. Possession of the D.M.R.D. would be an 
advantage. 

Application forms may be obtained from the Secretary, 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned to him as soon as 
possible. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for 2 appointments of 
SURGICAL REGISTRAR (Senior Registrar grade) to the 
United Birmingham Hospitals. The appointments will be for 1 
year in the first instance and subject to annual review. The 
successful candidates may subsequently be required to spend 
not more than 2 years in a selected hospital of the Birmingham 
Regional Hospital Board in accordance with an arrangement for 
the interchange of Registrars agreed between the 2 Boards. 
Candidates must be registered medical practitioners and should 
possess the F.R.C.S. They may be required to be resident. 

Forms of application may be obtained from the Secretary, 

United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned yot later than 23rd 
April, 1955. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of NON-RESIDENT 
SENIOR HOUSE OFFICER for duty in the Casualty Depart- 
ment at the General Hospital. Birmingham. The post is tenable 
for 1 year. Candidates must be registered medical practitioners, 
and have held a resident appointment. 

Forms of application may be obtained from, and should be 
returned as soon as possible to, the Secretary, United Birmingham 
Hospitals, Queen Elizabeth Hospital, Edgbaston, Birmingham, 
15. 


BECKENHAM HOSPITAL, Beckenham, Kent. (General 
—100 Beds.) CASUALTY OFFICER (Senior House Officer) 
required 20th April for 1 year in first instance, with duties in 
Orthopeedic and Fracture Departments. Recognised for F.R.C.S. 
Deduction for residence £150. 

Apply, stating age, nationality, qualifications, and experience, 

and naming 3 referees, to Administrative Officer. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Lccum 
RESIDENT ORTHOPZDIC REGISTRAR required end of 
April pending permanent appointment. Salary £17 10s. per 
week 

Applications, stating age, nationality, qualifications and 

previous appointments, together with copies of 2 recent testi- 
monials, should be forwarded to Group Secretary. Bedford 
Group Hospital Management Committee, 3, Kimbolton-road, 
Bedford. 
BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of REGISTRAR in General Surgery. Accom- 
modation will be available for a single man. The appointment 
will be held for 1 year in the first instance and be renewable 
for a further year. The successful candidate will be appointed 
to work for the first year mainly at Weston-super-Mare General 
Hospital but may be required to undertake sessions in other 
hospitals in the Area as circumstances require. The post is 
recognised for the F.R.C.S. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27. Tyndalls Park-road, Bristol, 8, not later than 30th April, 1955. 


BRISTOL. HAM GREEN HOSPITAL, Pill, near 
BRISTOL. Applications are invited for the post of RESIDEN T 
ASSISTANT PHYSICIAN in the Infectious Diseases Depart- 
ment (350 Beds) of this Hospital. The Hospital contains a major 
Poliomyelitis Unit, a Tuberculous Meningitis Treatment Centre 
and offers wide experience in acute medicine. Salary and condi- 
tions on Junior Hospital Medical Officer scale (subject to a 
residential charge of £135 p.a.). Previous experience essential. 

Applications, stating age, qualifications, &c. to the Resident 
Physician. 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospital (571 Beds, including 133 maternity), RESIDENT 
SENIOR HOUSE OFFICER (surgical) for 12 months com- 
mencing Ist June, 1955. Post recognised for F.R.C.S. examina- 
tion. 

Applications to be forwarded to the undersigned not later 
than 4th May, 1955. Cc. C., Hancock, Group Secretary. 

Southmead Hospital, Bristol. 
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BLACKPOOL. VICTORIA HOSPITAL. (348 Beds.) 
BLACKPOOL AND FYLDE HOSPITAL MANAGEMENT COMMITTEE. 
ASSISTANT RESIDENT SURGICAL OFFICER (Se nior 
House Officer grade), vacant June. Recognised for the F.R.C 
diploma. The post offers excellent experience in emerge ney 
and general surgery. The evening duties alternate with those 
of the Resident Surgical Officer. 

Applications, with the names of 2 referees, to be sent to the 
Group Secretary, Victoria Hospital, Blackpool. ¥ 
BOURNEMOUTH. CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HANTS. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of MEDICAL REGISTRAR at the above 
Hospital of 290 Beds (including 60 acute medical, 34 pediatrics, 
6 chest, 3 sick bay, and 187 chronic). Applicants must be 
registered medical practitioners and the possession of a higher 
qualification will be considered an advantage. The post becomes 
vacant on 8th June, 1955, and is tenable for 1 year in the first 
instance. Duties will include outpatient work at the Royal 
Victoria Hospital, Bournemouth. 

Forms of application, obtainable from the Group Secretary, 

Bournemouth and East Dorset Hospital Management Com- 
mittee, Royal Victoria Hospital, Gloucester-road, Bournemouth, 
should be returned to him, duly completed, not later than 
Thursday 21st April. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of GENERAL HOUSE SURGEON vacant imme diately. The 
appointment is recognised for the F.R.C.S. examination and for 
pre-registration purposes. 

Applications to the Deputy Hospital Secretary. 

BOWDEN, CHESHIRE. ST. ANNE’S E.N.T. HOSPITAL. 
(53 Beds.) NORTH AND MID-CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE. MANCHESTER REGIONAL HOSPITAL BOARD. REGIS- 
TRAR required (preferably resident). 

Applications to be forwarded, with 2 recent testimonials, to 

the Group Secretary, The Hospital, Sinderland-road, Altrincham, 
Cheshire, not later than 22nd April, 1955. 
BRADFORD. ST. LUKE’S HOSPITAL AND WOOD- 
LANDS HOSPITAL, RAWDON. SENIOR HOUSE OFFICER to 
Orthopeedic Unit vacant now. Salary £745 p.a., less £150 p.a. 
residential emoluments. 

Applications, stating age, nationality, 

experience with copy testimonials to the Secretary, 
Royal Infirmary. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopedic surgery). First, second, third, or pre-registration 
post ; tenable for 6 months. tecognised for F.R.C.S. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, Colchester Hospital Management Committee, 14 
Pope’s-lane, Colchester, Essex. 
BRIDGEND GENERAL HOSPITAL, Quarelia-road, 
BRIDGEND. (364 Beds.) MID GLAMORGAN HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (anesthe tics). This Hospital is recognised 
for the F.R.C.S., D.C.H., M.R.C.0.G,, F.F.A.R.C.S. examina- 
tions. 

Applications, naming 2 referees, to be addressed to the Group 
Secretary of the Committee, 8, W ind- -street, Neath. 
BRIGHTON. SUSSEX EYE HOSPITAL, Eastern-road, 
BRIGHTON, 7. (56 Beds.) SENIOR HOUSE SURGEON 
(Senior House Officer) and HOUSE SURGEON (House Officer) 
required mid-April. Posts recognised for F.R.C.S. under 23 (b). 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, to the Administrative 
Officer. 


qualifications and 
Bradford 


CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Non- 
RESIDENT RADIOTHERAPEUTIC REGISTRAR, in the 
geade of Senior Registrar, required from 5th July. D.M.R.T. 


essential. 

Apply, with full particulars and names of 3 referees, to 

Secretary, by 30th April. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Regis- 
TRAR to Orthopedic and Fracture Department (non-resident) 
for 1 year in the first instance, from 17th June, reviewable 
annually. 

Apply, with full particulars and names of 3 referees, to 
Secretary by 30th April. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Surgical 
REGISTRAR, vacant 13th June, for 1 year in the first instance, 
reviewable annually. 

Apply, with full particulars and names of 3 referees, to 

Secretary by 30th April. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
ORTHOPAZDIC HOUSE SURGEON, which is recognised for 
the F.R.C.S. Diploma, becomes vacant early May, 1955. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of OBSTETRIC HOUSE SUR- 
GEON, which is recognised for the M.R.C.0.G. and D.Obst. 
R.C.0.G., becomes vacant early May, 1955. National Health 
Service salary and conditions. 

Applications, together with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre-registration, or third 
post), which is recognised for the F.R.C.S., is now vacant. 
National Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 








CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GYNA®SCOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C.O.G. 6 months 
appointment. Post vacant mid-May, 1955. National Health 
Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) Cardiff 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE OFFICER 
required in Accident Unit at above Hospital commencing 
immediately. Practical experience gained in all types of injury 
under direction of a Consultant. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident) required immediately in acute medical 
wards to work under direction of Consultants. 

Application form from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 


CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the posts of REGISTRAR and 
SENIOR HOUSE OFFICER to the Department of Anesthetics. 
The successful candidates will work both in the teaching hospitals 
and hospitals in the Cardiff area. 

Application forms are available from the Secretary, United 

Cardiff Hospitals, Cardiff Royal Infirmary, and should be 
returned within 14 days from the date of appearance of this 
advertisement. 
CARDIFF. UNITED CARDIFF HOSPITALS. Liandough 
HOSPITAL. Applications are invited for the post of SENIOR 
HOUSE OFFICER to work jointly in the Department of 
Thoracic Surgery and the Miners’ Chest Diseases Treatment 
Centre. 

Application forms can be obtained from the Secretary at 
Cardiff Royal Infirmary. 

CARLISLE. CUMBERLAND INFIRMARY. Applications 
are invited for the appointment; for a 12 months period of 
SENIOR HOUSE OFFICER (orthopedic and fracture). 

Applications, stating age and giving details of education, 
training and experience, together with the names of 2 referees, 
should be sent to the Secretary as soon as possible. 
CHELMSFORD. ST. JOHN’S HOSPITAL. House 
SURGEON (pre-registration, first, second, or third post). 
Duties commencing 29th April, 1955. The Hospital deals with 
a large number of routine and emergency cases. The post is 
recognised for the F.R.C.S 

Applications, stating age, nationality, qualifications, and 
experience, together with recent testimonials, should be sent 
immediately to the Secretary, Chelmsford Group Hospital 


Management Committee, Chelmsford and Essex Hospital, 
London-road, Chelmsford. 
CHELMSFORD. ST. JOHN’S HOSPITAL. House 


PHYSICIAN (pre-registration, first. second, or third post), 
Male or Female. Appointment commencing 9th May, 1955. 

Applications, stating age, nationality, qualifications, and 
experience, together with recent testimonials, should be received 
not later than 20th April by the Secretary, Chelmsford Group 
Hospital Management Committee, Chelmsford and Essex 
Hospital, London-road, Chelmsford. 

CHELMSFORD. ST. JOHN’S HOSPITAL. (Recognised 
for M.R.C.0.G.) RESIDENT GYNASCOLOGICAL HOUSE 
SURGEON. Appointment commencing 8th May, 1955. Prefer- 
ence will be given to candidates who intend to obtain the 
Diploma of Membership of the Royal College of Gynecologists. 

Applic ations, stating age, nationality, qualifications, and 

experience, together with recent testimonials, should be received 
not later than 20th April, 1955, by the Secretary, Chelmsford 
Group Hospital Management Committee, Chelmsford and 
Essex Hospital, London-road, Chelmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (404 Beds.) ORTHO- 
PAZDIC HOUSE SURGEON required from 23rd April. Senior 
House Officer or House Officer (Intern) grade. Post recognised 
for F.R.C.S. or for pre-registration internship. Preference wil] 
be given to provisionally registered candidates. Salary in 
accordance with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent as soon as possible. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Locum 
Tenens SURGICAL HOUSE OFFICER (pre-registration post) 
required for the period 29th April-15th May inclusive. 

Apply, giving full particulars, to 

GEORGE A. PALINES, Group Secretary, 
Hospital Management Committee. 

General Hospital, London-road, Croydon. 

CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
PHYSICIAN (pre-registration) for period of 6 months from 
15th May, 1955. 

Application forms obtainable from GEORGE A. PAINES, 

Group Secretary, Hospital Management Committee, General 
Hospital, London-road, Croydon, to be returned as soon as 
possible. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum ANASTHETIC REGISTRAR required 
immediately for an indefinite period for Croydon Group with 
duties mainly at Mayday Hospital (618 Beds). Candidates must 
have experience in anesthetics and possession of D.A. an 
advantage. 

Apply, giving full particulars, to 

GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 
General Hospital, London-road, Croydon. 
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CHESTERFIELD ROYAL HOSPITAL. (324 Beds.) 
HOUSE SURGEON required. Post recognised for Pre-registra- 
tion Service and F.R.C.S. training. 

For interview please apply M. H. Boonr, Secretary, Chester- 
field Hospital Management Committee. 
COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for : 

Essex County Hospital, Colchester (188 Beds) 
SENIOR HOUSE OFFICER (Casualty and we rapy). 
SENIOR HOUSE OFFICER (Casualty and E. 

Posts tenable for 6 months or 1 year. Recognised = F. ie. 

Clacton and District Hospital, y rtain meg "(88 

Beds) 

SENIOR HOUSE OFFICER (Resident Surgical Officer). 
Post tenable for 1 year. 

SENIOR HOUSE OFFICER (Resident Casualty Officer) 
required temporarily during summer months to mid-September. 

Applications, with copies of 3 testimonials, to the Group 
Secretary, 14, Pope’s-lane, Colchester. Essex. 
COVENTRY AND WARWICKSHIRE HOSPITAL. (354 
Beds.) JUNIOR HOSPITAL MEDICAL OFFICER in Ophthal- 
mology ; previous experience desirable. Recognised for D.O. 
Good experience in inpatient and outpatient work. 

Applications to Secretary, Group 20 Hospital Management 
Committee, Stoney Stanton-road, Coventry. 


DONCASTER ROYAL INFIRMARY. (RPecognised under 
the regulations for the teva and D.L.O.) DONCASTER 
HOSPITAL MANAGEMENT COMMITTEE aE are invited 
for the post of SENIOR HOU SE OFFICER in the E.N.T. 
Department. Post vacant end of April. 

Applications to the Secretary to the Committee at the Don- 
caster Royal Infirmary. 

DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING. SENIOR HOUSE OFFICER (general surgery, 
orthopeedics, and E.N.T.), vacant end April, 1955. 

Apply, with 2 copy testimonials, to the Medical Superintendent. 
DRIFFIELD, YORKSHIRE. NORTHFIELD SANA- 
ToriuM. (78 Beds.) SENIOR HOUSE PHYSICIAN, vacant 
now. Offers experience all branches of tuberculosis within 
Group, including surgery, M.M.R., and clinics. Time for study. 
Ex-patients welcome. £165 for full residence. 

Applications to Group Secretary, Westwood Hospital, 

Beverley, Yorkshire. 
DUMFRIES. CRICHTON ROYAL MENTAL HOS- 
PITAL. Applications are invited from registered medical practi- 
tioners for the post of HOUSE OFFICER which will become 
vacant on Ist June. Salary according to national scale. Previous 
experience in psychiatry not required, post recognised for Pre- 
registration Service. Every facility for training in psychiatry 
on the most modern lines. 

Forms of application to be obtained from the Physician- 
Superintendent, to whom these should be returned with copies 
of testimonials. 

DURHAM. DRYBURN HOSPITAL. (309 Beds.) Applica- 
tions are invited from fully registered practitioners for the post 
of SENIOR HOUSE OFFICER in General Surgery. This post 
is vacant now and is recognised under the F.R.C.S. regulations. 

Applications, with details of previous experience and names of 

2 referees, to Group Secretary, Dryburn Hospital, Durham. 


DURHAM. DRYBURN HOSPITAL. (309 Beds.) Applica- 
tions are invited for the post of HOUSE OFFICER in General 
Medicine. Post vacant now. This post is recognised for pre- 
registration purposes, and will provide good experience in the 
treatment of acute and chronic medical cases. 

Applications, with particulars of previous experience and 
names of 2 referees, to Group Secretary, Dryburn Hospital, 
Durham. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

ORTHOPAEDIC REGISTRAR, East Suffolk and Ipswich 
Hospital and Ipswich Borough General Hospital. Post provides 
excellent training in orthopedic surgery. Appointment for 1 
year, renewable for second year. Carididates invited to visit 
Hospital by direct arrangement with Hospital Management 
Committee Secretary, East Suffolk and Ipswich Hospital, 
Suffolk. 

REGISTRAR in E.N.T. Surgery, Norfolk and Norwich 
Hospital and Jenny Lind Children’s Hospital, Norwich. Post 
recognised for D.L.O. and F.R.C.S Appointment for 1 year, 
renewable for second year. Candidates invited to visit Hospital 
by direct arrangement with Hospital Management Committee 
Secretary, Norfolk and Norwich Hospital. 

Applications, stating age, experience and names of 3 referees, 

to Secretary of Board, 117, Chesterton-road, Cambridge, by 
2nd May, 1955. 
ELLESMERE PORT HOSPITAL. Applications are 
invited for the post of RESIDENT SURGICAL OFFICER 
(Junior Hospital Medical Officer). Accommodation suitable for a 
married practitioner is available at a reasonable rental. 

Applications, giving full details together with the names and 

addresses of 2 referees, should be forwarded to the Group 
Secretary, XIII Chester and District Hospital Management 
Committee, 5, King's-buildings, Chester. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of Locum REGISTRAR in Medicine 
(non-resident) at Chase Farm Hospital, Enfield, for 4 to 6 
weeks, from Ist May, 1955. 

Apply, with the names of 2 referees, to the Secretary, Enfield 
Group Hospital Management Committee, Chase Farm Hospital, 
Enfield, Middlesex. 

FARNBOROUGH HOSPITAL, Farnborough, Kent. (800 
Beds.) ORTHOPAZDIC SENIOR HOUSE OFFICER required 
for 1 year. Deduction for residence £150. 

Apply, stating age, qualifications with dates, experience, and 
naming 3 referees, to the Administrative Officer. 
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EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
RESIDENT SENIOR HOUSE OFFICER (surgery) as Casualty 
Officer and Orthopedic Hovse Surgeon. Post vacant 15th May, 
1955. tecognised training post for F.R.C.S. Busy general 
hospital with easy access to London. Salary on national scale 
less deduction for board, lodging, &c. 

Applications, with copies of 2 recent testimonials, to the 
Group Secretary, Epping Group Hospital Management Commit- 
tee, St. Margaret’s Hospital, Epping, Essex, by 22nd April, 1955. 


GATESHEAD, 11. DUNSTON HILL HOSPITAL. (262 
Beds.) SENIOR HOUSE OFFICER (medical) required at the 
above War Pensioners’ Hospital. National Health Service 
terms and conditions. 

Forms of application may be obtained from the Medical 
Superintendent at the above address. 


GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER for 
casualty duties required immediately. Resident post. Recog- 
nised by Royal College of Surgeons for Final Fellowship 
examination. Hours: 9 A.M.—6 P.M. Monday-Friday ; 9 A.M.— 
12 P.M. Saturday. The Hospital possesses a well-equipped 
medical library. 

Applications, with names and addresses of 2 referees, to the 
Hospital Secretary, Grimsby General Hospital. 


GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post 
now vacant, of SENIOR HOUSE OFFICER (orthopedic). 
Locum would be considered. 

Applications, with names and addresses of 2 referees, to 
Hospital Secretary, Grimsby General Hospital. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) RESIDENT HOUSE PHYSICIAN required from 
lst May. Post is tenable for 6 months and recognised for pre- 
registration practitioners. 

Applications, with copies of 3 testimonials, to the Hospital 
Secretary as soon as possible. 
GUILDFORD ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds,) RESIDENT HOUSE SURGEON required for 
pe surgery. Post is vacant from 16th May and tenable for 
6 months. It is approved for pre-registration practitioners and 
recognised for the F.R.C.S. examination. 

Applications, with copies of 3 testimonials, should be sent to 
the Hospital Secretary as soon as possible. 


HALIFAX GENERAL HOSPITAL. (425 Beds.) Junior 
HOSPITAL MEDICAL OFFICER in Anesthetics required. 
Board-residence available. 
Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 
HALIFAX. ST. JOHN’S HOSPITAL. Senior House 
OFFICER in Geriatrics and General Medicine required. Good 
facilities for modern method of treating geriatric cases. 
Applications to the Group Secretary, Royal Halifax Infirmary, 
Halifax. j 
HASTINGS AND ST. LEONARDS. BUCHANAN 
HOSPITAL. (94 Beds.) HOUSE SURGEON for Gynecology 
(28 gyneecological beds). Post, vacant 3rd May for 6 months, 
is recognised for M.R.C.0.G. Candidates for Pre-registration 
Service (surgery) can be considered. 
Apply, with 3 recent testimonials, to the Hospital Adminis- 
trator. 
HEREFORDSHIRE GROUP. Registrar in General 
Surgery. Duties mainly at General (154 Beds—71 surgical beds 
including fracture and orthopedic) and County (310 Beds—40 
surgical) Hospitals, Hereford. Recognised for F.R.C.S. Resident. 
Application forms from Group Secretary, Victoria House, 
Eign-street, Hereford, to be returned before Ist May, 1955. 
Candidates may visit Group hospitals. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Peediatrician and Ophthalmic Consultant. Salary £745 p.a., 
less £130 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commente Ist June, 1955. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 

HITCHIN HOSPITALS, Hitchin, Hertfordshire. Appli- 
cations are invited for the post of RESIDENT HOUSE 
SURGEON, now vacant. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin, 
Herts, as soon as possible. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Locum HOUSE SURGEON required 16th—30th May, 1955. 
Duties include ward work, outpatient clinics and an occasional 
session on the Casualty Department. 

Applications to be sent to the Secretary. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN for Pediatric Department, commencing 
Ist June, 1955, for 6 months. 3 months Victoria Children’s 
Hospital, 3 months Western General Hospital (special baby 
unit). Recognised for D.C.H. 

Applications, giving experience, references, &c., before 20th 
May, to the Hospital Secretary at the above address. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical) at this 
Hospital, which is approved by the licensing authority for 
Pre-registration Service. Post vacant towards the end of April. 

Applications, giving full particulars, and names of 2 referees, 
to the Group Secretary, Hospital Management Committee 
Offices, Newmarket General Hospital, Newmarket, Suffolk. 
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IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (270 Beds.) Applications are invited for 2 2 posts 
of HOUSE SURGEONS (pre-registration) to General Surgeons 
vacant on 10th and 27th May, 1955. The posts, which are 
recognised for the R.C.S. examinations, are normally of 6 months 
duration, and are of House Officer grade. 
Applications, stating age, experience and qualifications, 
together with copies of recent testimonials, to Hospital Secretary. 


IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (270 Beds.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (Fracture and Orthopedic 
Department). The post, which is now vacant is normally of 1 
years duration. It is recognise a as part of the necessary surgical 
experience for the Final F.R.C. 

Applications, stating age, — and experience, 
together with recent testimonials to the Hospital Secretary. 


IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the 

Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(356 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consulting Surgeon, vacant on 
22nd May, 1955. The post is recognised for pre-registration and 
for the F.R.C.S8. examinations. 

Applications, with copies of recent testimonials, to Hospital 

Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) CASUALTY OFFICER (Senior House 
Officer), Male or Female, resident or non-resident. Post vacant 
and suitable for one reading for higher qualifications, being 
recognised for F.R.C, affording contact with all Specialist 
Units in the Hospital. 

Applications, with names and addresses of 3 referees, to 
Hospital Secretary. 

LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) Applications are invited for HOUSE 
OFFICER (anesthetics). The post is recognised for D.A. 

Applications to Hospital Secretary. 

LEEDS, 2. PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the appoint- 
ment of CASUALTY OFFICER (Senior House Officer) at the 
above Hospital. The appointment will be for a period of 1 year. 
Salary in accordance with the agreed terms and conditions of 
service of hospital medical and dental staffs, with an appropriate 
deduction in respect of board, lodging, &c. 

Applications, stating age, qualifications, experience, &c 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to tie Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following REGISTRAR posts. 
Aneesthetics 

Halifax Group (resident). 2 main hospitals with aggregate 
of 300 Beds in the surgical specialties. 
Chest Diseases 

Castle Hill Sanatorium, Cottingham, East Yorks (220 Beds) 
(resident ). 

General Surgery 

Harrogate and District General Hospital (50 Beds) (resident). 
Infectious Diseases 

Leeds Road Hospital, Bradford (120 I.D. Beds) (resident). 
Ophthalmology 

(a) Halifax and Bradford A Groups. Duties divided equally 
between Halifax Group (11 eye beds—1800 new outpatients 
annually) and Bradford A (34 eye beds—5800 new outpatients 
annually ). 

(b) St. James’s Hospital (22 eye beds—5600 new outpatients 
annually) and the Public Dispensary, Leeds (non-resident ). 
Orthopedic Surgery 

Woodlands Orthopedic Hospital, Rawdon (100 Beds), and 
Orthopeedic Outpatient Department, Bradford Royal Infirmary. 
Offers excellent training in all branches of accident and ortho- 
peedic surgery (may be non-resident). 

Psychiatry 

Oulton Hall Hospital, near Wakefield, and affiliated Mental 
Deficiency Colonies (aggregating 780 Beds) (non-resident). 
Facilities for attendance at the Leeds University will be provided 
if the successful candidate is studying for the D.P.M. 

Applications, stating age, qualifications and details of present 

and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 21st April, 1955. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. SENIOR REGISTRAR, or 
REGISTRAR, required for Medical Professorial Unit. The post 
will be for 1 year in the first instance. Terms and conditions of 
service of hospital medical staff apply. 

Applications, giving details of age, qualifications, and experi- 
ence with dates, with 3 names for reference, should be sent to the 
Sub-Dean, School of Medicine, Leeds, 2, not later than 27th 
April, 1955. Pe rates, Se Oa rind 
LEEDS. THE UNITED LEEDS HOSPITALS. The General 
INFIRMARY AT LEEDS. RECEIVING ROOM OFFICERS (2) 
required in the Casualty Department. The appointments are 
for 6 months from Ist May, 1955, and are in the Senior House 
Officer grade. Terms and conditions of service for hospital 
medical staff apply. 

Applications, giving details of age, qualifications, experience 
with dates, and 3 names for reference, should be sent to the 
Secretary to the Board immediately. 





LEEDS. THE UNITED LEEDS HOSPITALS. The General 
INFIRMARY AT LEEDS. RESIDENT AURAL OFFICER required. 
The post is graded Senior House Officer and the salary £745 p.a. 

Applications, giving details of age, qualifications, previous 

posts with dates, and 3 names for reference, should be sent to 
the Secretary to the Board as soon as possible, 
LEEDS. THE UNITED LEEDS HOSPITALS. The General 
INFIRMARY AT LEEDS. RESIDENT ORTHOPA®DIC OFFICER 
(Senior House Officer status) required. The post will be for an 
initial period of 6 months, renewable for a further 6 months 
thereafter. 

Applications, stating age, qualifications and previous posts 

with dates, with the names of 3 referees, should reach the 
Secretary to the Board as soon as possible. 
LEEDS. UNITED LEEDS HOSPITALS. General 
INFIRMARY AT LEEDS. Vacancies exist for REGISTRARS either 
as Trainee Radiologists or with D.M.R. Terms and conditions 
of service for hospital medical and dental staffs apply. The 
appointments will be for 1 year in the first instance and renewable 
thereafter. 

Applications, giving details of age, qualifications, previous 

posts with dates, and 3 names for reference, should be sent to the 
Sub-Dean, School of Medicine, Leeds, 1, not later than 29th 
April, 1955. 
LICHFIELD (near). ST. MATTHEW'S HOSPITAL, 
BURNTWOOD, LICHFIELD, STAFFS. (1350 mental beds.) JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) required. 
Resident accommodation available. 

Applications with names of 2 referees to Medical Super- 
intendent. 

LIVERPOOL. BOOTLE HOSPITAL. A post as Senior 
HOUSE SURGEON will be available from Ist May, 1955. 

Applications to Secretary, North Liverpool Hospital Manage- 

ment Committee, Walton Hospital, Liverpool, 9. 
LLANELLY HOSPITAL. (164 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTER. Applications are invited wee 
registered medical practitioners for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER for work in the Surgic al Unit 
of 75 Beds. The post offers excellent experience in general 
surgery and the Hospital is recognised under the F.R.C.S 
regulations. 

Applications, stating age, experience and qualifications, to be 

addressed to the Hospital Secretary, Llanelly Hospital, Marble 
Hall-road, Lianelly, Carms. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURG EON in the E.N.T. Department of the 
above Hospital. Post vacant April, 1955. There are 55 E.N.T. 
beds and 6 specialist operating sessions each week. Valuable 
experience is available, and the post is recognised for the purpose 
of the F.R.C.S. and the D.L.O. Salary will be £745 a year, less 
£150 a year for residential emoluments. 

Applications immediately to the Administrative Officer, Kent 
County Ophthalmic and Aural Hospital, Maidstone, Kent. 
MANCHESTER REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Chest Diseases with duties in the first instance 
mainly at the Manchester Chest Clinic and also in the Thoracic 
Surgery Departments at Park and Baguley Hospitals. Arrange- 
ments may later be made for the successful applicant to transfer 
to another area near Manchester for further experience and 
training. 

Forms of application, obtainable from the Senior Adminis- 

trative Medical Officer, Cheetwood-road, Manchester, 8, should 
be returned by 3rd May, 1955. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT REGISTRAR in 
General Surgery. The duties will be with the Stockport and 
Buxton Hospital Management Committee, resident at Stepping 
Hill Hospital, Stockport, where the officer appointed will be 
Resident Surgical Officer. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
undersigned forthwith. H. G. Price, Group Secretary. 

59B, Shaw-heath, Stockport, Cheshire. 

MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of Whole-time RESIDENT SURGICAL 
REGISTRAR to the West Manchester Hospital Management 
Committee. Primarily for duty at Park Hospital, Davyhulme, 
but with duties at other Group Hospitals, Post vacant Ist May, 
1955. 12 months appointment subject to renewal. 

Forms from Secretary, Park Hospital, Davyhulme. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of Whole-time REGISTRAR in General 
Medicine to the West Manchester Hospital Management Com- 
mittee. Primarily for duty at Park Hospital, Davyhulme, 
but with duties at other Group Hospitals. Post vacant 30th 
June, 1955. 12 months appointment in first instance. 

Forms from Secretary, Park Hospital, Davyhulme. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) 

1 SENIOR HOUSE OFFICER (non-tuberculous thoracic 
surgery ) for Manchester Regional Hospital Board Centre, vacant 
mid-May. 

1 HOUSE OFFICER (general surgery ), pre-registration. Post 

recognised for F.R.C.S. examination. Vacant 20th April. 

Forms from Secretary. : - foes 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) RESIDENT SENIOR HOUSE 
OFFICER (pathology) required for 1 year for post vacant 
end of _ in the Group Laboratory. Previous experience 
not essential. Facilities for training in all branches. Laboratory 
recognised for D.C.P. and D.Path. examinations. 

Forms from Secretary. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for 2 SENIOR REGISTRARS (whole-time posts) non-resident. 
Tenable for 12 months, subject to renewal. Previous experience 
in ophthalmology essential. The terms and conditions of service 
for hospital medical and dental staffs will apply. 

Applications to be made on forms obtainable from the under- 
signed. ( ‘losing ote 23rd April, 1955.) 

ABLE, Secretary to the Board of Governors. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 
Application forms may be obtained from the undersigned. 
H. R. Norvru, General Superintendent. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. RESIDENT 
SURGICAL OFFICER (Registrar) to commence as soon as 
possible. Applicants must possess higher qualifications. Appoint- 
ment for 12 months, renewable. Residential charge £155 p.a. 
Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 30th April, 1955. 
G. H. TAYLOR, Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to the Department of Psychiatry. to commence as 
soon as possible. Whole-time non-resident appointment for 12 
months, renewable. Applicants must have held house appoint- 
ments and possess a higher qualification. The successful applicant 
will be expected to participate in the teaching of the Department 
and to engage in research work. He may also be required to 
undertake duties in connection with a small unit shortly to be 
opened in 1 of the Mental Hospitals in the Region. 
Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 30th April. 1955. 
F. J. CABLE, Secretary to the Board of Governors. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to the Department of Psychiatry, to com- 
mence as soon as possible. Whole-time, non-resident post, 
tenable for 6 months, renewable for a second and possibly a 
third 6 months. Experience in general medicine essential. 
This is a first training post, and candidates, if they do not already 
possess the D.P.M. are expected to read for the D.P.M. (Manc.). 
Applications to be made on forms obtainable form the under- 
signed and to be returned not later than 30th April, 1955. 
G. H. TAYLOR, Secretary. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for the appointment of REGISTRAR in Obstetrics and Gyneco- 


logy vacant immediately. Salary at national scale. Initially 
the appointment will be for 1 year, renewable normally for a 
second year. The successful candidate will act during the 


first year as Resident Surgical Officer in the gynecological 
branch at Whitworth Park, and possibly during the second 
year as Resident Obstetric Surgeon in the obstetrical branch 
of the Hospital at Whitworth-street. The duties include some 
teaching, the supervision of the work of House Officers and 
Resident Medical Students, and very considerable clinical 
responsibility. Candidates must, therefore, have had fairly 
full previous experience in obstetrics and gynecology. A higher 
qualification is not essential. 

Forms of application may be obtained from the undersigned. 
The closing date is the _— April, 1955. 

R. Wisk, General Superinte nde nt. 
Saint Mary’s ae, Ww hitworth Park, Manchester, 13. 


MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. Temporary REGISTRAR in Obstetrics and 
Gynecology required for 3 months or possibly longer. Salary 
scale £850/£965 p.a., according to experience. 

Apply, with full details and testimonials, to Group Secretary, 

Medway and Gravesend Hospital Management Committee, 20, 
Star-hill. Rochester, Kent. 
MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. ALL SAINTS’ HOSPITAL, CHATHAM, and sT. 
BARTHOLOMEW'S HOSPITAL, ROCHESTER. Applications are 
invited for the resident or non-resident post of SENIOR HOUSE 
OFFICER in Anesthetics (recognised for the F.F.A.R.C.S.), 
vacant in May and tenable for 1 year. 6 months at each hospital. 
Salary £745 p.a. 

Applications, giving full particulars, to be addressed to the 

Group Secretary, 20, Star-hill, Rochester. 
MOTHERWELL, HAMILTON AND DISTRICT HOS- 
PITALS BOARD OF MANAGEMENT. COUNTY HOSPITAL, CLELAND, 
LANARKSHIRE. Geriatrics. Applications are invited for the 
following posts in the County Hospital, Cleland (180 Beds, 
mostly geriatrics). 

(1) JUNIOR HOSPITAL MEDICAL OFFICER. 

(2) SENIOR HOUSE OFFICER. 

Salaries are on the national scale. 

Applications to the Medical Superintendent, County Hospital, 

Cleland. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time, 
non-resident appointment of REGISTRAR to the Department 
of Psychological Medicine at the Royal Victoria Infirmary. 
The successful candidate will work under the direction of the 
Head of the Department and will be expected to undertake some 
teaching in his subject. The appointment is for 1 year in the 
first instance, and will be subject to Ministry of Health terms and 
conditions of service for hospital medical and dental staffs. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

W. SANDERSON, House Governor and Secretary. 

Royal Vic toria Infirmary, Newcastle upon Tyne. 
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NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the non-resident 
appointment of REGISTRAR to the Department of Ophthalmo- 
logy at the Royal Victoria Infirmary. The post wili offer scope 
to prepare for a higher degree. The appointment is for 1 year 
in the first instance and will be subject to Ministry of Health 
terms and conditions of service for hospital medical and dental 
staffs. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 
weeks of the appearance of this advertisement. 

4. W. SANDERSON, House Governor and Secretary 

Royal Victoria Infirmary, Newcastle upon Tyne. 
NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
The post of SENIOR HOUSE OFFICER (Male), Urological 
Unit (51 Beds), is now vacant and is tenable for 12 months. 

Applications should be addressed to the Secretary, Newcastle 

General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials. 
NEWPORT, MONMOUTHSHIRE. ST. WOOLOS HOS- 
PITAL. (379 Beds.) SENIOR HOUSE OFFICER (general 
surgery ) required, non-resident. The post is of a senior character, 
covering 56 Beds with the Consultant (engaged solely here) and 
a House Surgeon. Good opportunity for farther practical 
experience. 

Write, quoting 2 referees, to T. A. Jones, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

NEWPORT, MONMOUTHSHIRE. ROYAL GWENT 
HOSPITAL. (260 Beds. 10 Residents. Recognised F.R.C.S.) 
SENIOR HOUSE OFFICER required for Casualty Department 
in early April. This is the base Hospital in the Group and 
all medical and surgical emergencies are admitted through 
easualty, which is under the full-time charge of a Senior Hospital 
Medical Officer, there being also 2 Senior House Officers. A new 
Department with excellent facilities and accommodation has 
recently been opened. Post recognised F.R.C.S. for 6 months 
and tenable 6 or 12 months as desired. Salary £745, less £125 
board -residence. 

Write, quoting 2 referees, to T. A. JONES, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

NEWTON ABBOT HOSPITA*. (General Section 65 
Beds.) RESIDENT SENIOR Fit,USE SURGEON (Male or 
Female) required immediately. Married quarters available. 

Applications (quoting reference F.364/28), stating qualifica- 
tions, nationality, age. with copy testimonials, to be sent to 
the Group Secretary, Torquay District Hospital Management 
Committee, Torbay Hospital, Torquay, 8. Devon. 


NORTH SHIELDS. PRESTON HOSPITAL. (358 Beds.) 
SOUTH EAST NORTHUMBERLAND HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from practitioners qualified at 
least 1 year for the resident appointment of SENIOR HOUSE 
PHYSICIAN. Salary £745 p.a., less £140 p.a. for board-residence. 

Applications to Group Secretary, Preston Hospital, North 

Shields. 
NORTHAMPTON. ST. CRISPIN HOSPITAL, Duston, 
NORTHAMPTON. (1210 Beds.) SENIOR HOUSE OFFICER 
required. Salary according to national scale. A well-appointed 
flat is available at the Hospital at moderate rental. The 
Hospital is approved for training for the D.P.M. of the Conjoint 
Board and facilities are available in child psychiatry and out- 
patient clinics locally, and in neurology (at Oxford). There is 
a modern admission unit and an annual admission rate of 700 
patients. Regular case conferences are held. 

Applications, giving full details and names of 3 referees, to be 
sent to the Physician-Superintendent. a 
NOTTINGHAM. CITY HOSPITAL. (804 Beds). Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(surgical), vacant Ist June, 1955. The post is approved for 
F.R.C.8. The officer appointed will be required to spend 6 
months in general surgery, 3 months thoracic surgery and 3 
months orthopedic and plastic surgery. A deduction of £150 p.a. 
will be made for residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediate ly to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. oa 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for 2 SENIOR 
CASUALTY HOUSE OFFICERS (establishment 3). Salary 
and conditions of service in accordance with Ministry regulations. 
Duties to commence as soon as possible. These posts offer wide 
experience of casualty work. 

Applications, stating age, qualifications, and experience, 

together with copies of testimonials, to be sent to the Secretary, 
General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart- 
MENT. Applications are invited for the post of SENIOR E.N.T. 
HOUSE OFFICER for the above Hospital. This appointment 
is recognised for the D.L.O., and the F.R.C.S. examinations. 
Salary and conditions of service in accordant ‘ec with Ministry 
regulations. Duties to commence as soon as possible. Although 
the post is normally resident, consideration will be given to any 
applicant who desires to live out. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 

NOTTINGHAM GENERAL HOSPITAL. (441 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
or NON-RESIDENT ORTHOPAZ,DIC AND FRACTURE 
REGISTRAR required. The post offers exceptional experience 
in traumatic surgery. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 25th April, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
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NORTH GLOUCESTERSHIRE CLINICAL AREA. The 
BOARD OF GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND 
THE SOUTH-WESTERN REGIONAL HOSPITAL BOARD. Applications 
are invited by the above Boards from registered medical practi- 
tioners for the joint appointment of REGISTRAR in General 
Medicine. The appointment will be held for 1 year in the first 
instance and be renewable for a further year. The successful 
candidate will be required to work for the first year mainly 
at Cheltenham General Eye and Children’s Hospital. 

Applitations, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 30th April, 1955. 
NORWICH. HELLESDON HOSPITAL. East Anglian 
REGIONAL HOSPITAL BOARD. REGISTRAR in Psychiatry at 
above Hospital. Associated with this modern mental hospital 
(960 Beds) are a separate early treatment hospital with an 
Electro-encephalograph Department, outpatient clinics for both 
adults and children, and a special unit for the elderly mentally 
infirm. Modern house available. Appointment for 1 year, renew- 
able for second year. 

Applications, stating age, experience, and the names of 3 
referees, to Secretary of Board, 117, Chesterton-road, Cambridge, 
by 25th April, 1955. Candidates are invited to visit Hospital 
by direct arrangement with the Medical Superintendent. 
PETERBOROUGH. THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTER. Applications are invited for the position of SENIOR 
HOUSE OFFICER (orthopedics), vacant 22nd April, 1955. 
Exceptional experience offered in busy department. 

Apply to the Secretary, Memorial Hospital, Peterborough. 
PLYMOUTH CLINICAL AREA. The Board of 
GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are invited 
by the above Boards from registered medical practitioners for 
the joint appointment of REGISTRAR in Psychiatry. The 
appointment will be held for 1 year in the first instance and be 
renewable for a further year. The successful candidate will be 
required to work for the first year at Moorhaven Hospital, 
Ivybridge, South Devon, where the inpatient service for the 
clinical area is provided. The outpatient service is based on the 
South Devon and East Cornwall Hospital, Plymouth, and the 
Plymouth Child Guidance Clinic. Half the time given to out- 
patient work is devoted to treatment, and the post offers oppor- 
tunities for training in the principles and practice of psycho- 
therapy as well as physical methods of treatment and tuition in 
Neurology and Mental Deficiency. Moorhaven Hospital is 
recognised as a training centre for the R.M.P.A. D.P.M. A copy 
of the 1954 Annual Report and further particulars can be 
obtained upon request from the Physician-Superintendent, 
Moorhaven Hospital. A good modern flat is available suitable 
for a married man. 

Applications, stating date of birth, qualifications, and experi- 

ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 30th April, 
1955. Intending applicants and others are also invited to 
undertake the post on a locum basis pending the permanent 
appointment. 
PLYMOUTH, SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. ALEXANDRA MATERNITY HOME, 
earens. HOUSE OFFICER in Obstetrics, vacant 2nd June, 
955. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, to be sent to 

ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. PAZXDIATRIC HOUSE PHYSICIAN, vacant 2nd 
July, 1955. Recognised for the D.C.H. 

Applications, stating age, nationality, qualifications, and 

experience, with names of 3 referees, to be sent to 
ARTHUR R. Casu, Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 
POOLE GENERAL HOSPITAL, Poole, Dorset. (319 
Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT 
COMMITTEE. 2 HOUSE SURGEONS (pre-registration ), required. 
1 post vacant 19th May, 1955, and the other 16th June, 1955. 
The Hospital is recognised for the F.R.C.S. and F.R.C.S.E. 

Applications to the Hospital Secretary. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post, vacant 16th July, 
1955, of NON-RESIDENT OPHTHALMIC REGISTRAR at 
the Portsmouth Eye and Ear Hospital with (rarely) duties at 
other hospitals in the Group. Preference will be given to candi- 
dates holding a specialist qualification. 

Forms of application may be obtained from the Acting Group 
Secretary, Portsmouth Group Hospital Management Committee, 
35, Grove-road South, Southsea, which should be returned to 
him duly completed on or before 25th April, 1955. Canvassing 
will disqualify, but it is hoped that candidates will visit the 
Hospital by arrangement with the Acting Group Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following 
appointments :— 

Saint Mary’s Hospital 

HOUSE SURGEON (20 genera? surgical beds, 20 thoracic 
beds, 10 radiotherapy beds), pre-registration, vacant now. 
Queen Alexandra Hospital 

SENIOR HOUSE PHYSICIAN (78 Beds), vacant lst May, 
1955. 

Applications, stating age, experience and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. RoGERs. 

35, Grove-road South, Southsea. 





REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road. (139 Beds.) HOUSE SURGEON (Male) required, pre- 
ferably second appointment. 

Apply to the Hospital Secretary. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE PHYSICIAN (pre-registration) 
required at Birch Hill Hospital in May. 

Written applications to be sent as soon as possible to Group 
Secretary, Central Offices, Birch Hill Hospital, Rochdale, giving 
names and addresses of 2 referees. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEONS (pre-registration ) 
required May at Rochdale Infirmary (2) and Birch Hill Hospital 
(1). 
Written applications to be sent as soon as possible to Group 
Secretary, Central Offices, Birch Hill Hospital, Rochdale, giving 
names and addresses of 2 referees. 

ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) SENIOR HOUSE OFFICER for the Regional Polio- 
myelitis Unit (27 Beds) and in general medicine, vacant from 
Ist May, 1955. 

Apply to Medical Superintendent. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male), required from 19th 
April, 1955. (Post not approved for pre-registration purposes. ) 

Applications should be forwarded immediately to the Secre- 
tary, Romford Group Hospital Management Committee . 
Oldchurch Hospital, Romford. 

SALFORD ROYAL HOSPITAL. Salford Hospital Man- 
AGEMENT COMMITTEE. Applications are invited for the 
following : 

SENIOR HOUSE OFFICER (Urological Department). 
Position offers wide experience in urology, is recognised for the 
F.R.C.S., and tenable for 6 or 12 months. Charge for board 
and lodging £140 p.a. 

HOUSE SURGEON (Casualty Department), pre-registration 
post. Appointment vacant and tenable until 20th July, 1955. 

All applications, with copies of 3 recent testimonials, should 

be sent to the Secretary, Salford Royal Hospital, Salford, 3, 
Lancs. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT HOUSE SURGEON (Orthopedic 
Department) which is open to pre-registration candidates, and 
which becomes vacant at the end of April, 1955. The Depart- 
ment has 35 Beds and a large outpatient turnover. 

Applications, stating age, nationality, qualifications, experi- 

ence, and naming 2 referees, to the Group Secretary, Odstock 
Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE SURGEON for 
a period of 6 months. Post vacant now and is open to pre- 
registration candidates. 

Apply, naming 2 referees, to Group Secretary, Odstock 

Hospital, Salisbury. 
SALISBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR for the Area Pathologica) Service based on 
Salisbury General Infirmary. Post vacant mid-June. 

Further details and application forms obtainable from, and 
must be returned to, the Group Secretary, Odstock Hospital, 
Salisbury, within 10 days of the appearance of this advertise- 
ment. 

SOUTHAMPTON CHILDREN’S HOSPITAL. (Recog- 
nised by Conjoint Board for D.C.H.) HOUSE OFFICER required 
mid-May. Total establishment of 3. 

Applications, with copies of testimonials, should be submitted 
immediately to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) 2 RESIDENT HOUSE PHYSICIANS required in 
mid-May, 1955. « Pre-registration candidates eligible. 
Applications, with copies of testimonials, should be forwarded 
to the Group Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar-street, Southampton, as soon as possible. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds. Recognised for F.R.C.S.) RESIDENT HOUSE 
SURGEON required about 20th April. Pre-registration candi- 
dates eligible. 

Applications, with copies of testimonials. should be forwarded 
to the Group Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar-street, Southampton, as soon as 
possible. 

SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O. Examination.) RESIDENT SENIOR 
HOUSE OFFICER required immediately. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy in 
the approved establishment at the Dartford Group of hospitals, 
as from Ist July, 1955. The salary will be £965 p.a. and the 
appointment will be in accordance with the terms and conditions 
of service of hospital medical and dental staffs (England and 
Wales), and will be for 1 year in the first instance, renewable for 
a further year. i ' 
Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 30th April, 1955. 
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SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Orthopeedics. Applications are invited for the 
post of SENIOR REGISTRAR in the Regional Orthopedic 
Service based on Dundee Royal Infirmary (510 Beds—50 
fracture and orthopedic) which is a Teaching Hospital and 
Bridge of Earn Hospital, Perthshire (806 Beds—280 fracture 


and orthopedic). 
experience essential. 

Further particulars and forms of application from the Secretary 
to the Board, 430, Blackness-road, Dundee. with ae applica- 
tions must be lodged not later than 30th April, 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD invite applications for a Whole-time RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER post at Culduthel 
Hospital, Inverness (102 Beds—tuberculosis and infectious 
diseases ). Appointment to be held for 1 year, but may be 
extended for a second year. Accommodation is available for a 
married officer. 

Further particulars and schedules of application, 
obtainable from the undersigned, 


Higher surgical qualification and previous 


which are 
should be lodged by 2nd May, 


1955. , FRASER, M.D., 
Secretary and Administrative Medical Officer. 
Office of the Northern Regional Hospital Board, 
Raigmore, Inverness. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD. Applications are invited for a post of REGISTRAR 
in Medical Peediatrics at the Western General Hospital, 
Edinburgh. The person appointed will require to assist in 
undergraduate teaching and may, for a part of the period of his 
employment, be transferred to undertake similar duties in 
teaching units in the Royal Hospital for Sick Children or Eastern 
General Hospital. The appointment is subject to the terms and 
conditions of the National Health Service. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 2 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, 11, 


ion Drumsheugh-gardens, Edinburgh, 3, by 7th May, 
5. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of REGIS- 


TRAR in Ophthalmology, based at the Eye 
which will be for 1 year in the first instance. 
is subject to the National Health Service 
annuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
expericnce, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 2nd May, 1955. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. 

Applications, with copy testimonials, to Group Secretary, 13, 
Foregate-street, Stafford. 
STOKE-ON-TRENT. }+#£=NOR 
ROYAL INFIRMARY. (455 Beds.) 
in Orthopeedics vacant shortly. 

Applications (2 references) to Group 
Management Committee, Princes-road, 
STOKE-ON-TRENT. NORTH 
ROYAL INFIRMARY. (455 Beds.) 
(E.N.T.), vacant now. 

Applications (2 references) to Group Secretary, 
Management Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFIC Le R (orthopeedics) required, 
vacant now. Post recognised F.R.C. 

Detailed applications to Group a Hospital Manage- 
ment Committee, Princes-road, Stoke-on-Trent. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited = the following posts :— 
Royal Hospital Un 

(a) NON-RESIDENT OR THOP-EDIC 
vacant. 

(6) REGISTRAR or SENIOR 


Infirmary, Glasgow, 
This appointment 
(Scotland) super- 


TH STAFFORDSHIRE 
SENIOR HOUSE OFFICER 


Secretary, 

Stoke-on-Trent. 
STAFFORDSHIRE 

SENIOR HOUSE OFFICER 


Hospital 


Hospital 


REGISTRAR. 
HOUSE 


Post 
OFFICER to the 


Medical Professorial Unit. Post vacant 14th June. Grade 
according to qualifications and experience. 

Applications to be received not later than 26th April. 

(ec) RESIDENT SENIOR HOUSE OFFICER to the Plastic 


and Jaw Unit. Post vacant 

(d) RESIDENT SENIOR HOUSE OFFICER in Clinical 
Pathology. Post vacant. Pathological experience not essential, 
but candidates must have previous clinical experience. The 
successful candidate will work in turn in the different branches 
of clinical pathology in the laboratories of The United Sheffield 
Hospitals. 

Royal Infirmary Unit 

(e) NON-RESIDENT SENIOR OFFICER in 
General Medicine. Post vacant 15th July 

Uf) NON-RESIDENT SENIOR REGISTR AR in Ophthalmo- 
logy. Post vacant Ist July. 

All applications for the above posts should state age, 
fications, and experience, give the names of 3 referees, 
sent immediately (unless otherwise stated) as follows : 

Posts (a), (6b), and (f): The Chief Administrative Officer, 
The United Sheffield Hospitals, Central Office, West-street, 
Sheffield, 1. 

*osts (c) and (d) : The Superintendent, The Royal Hospital, 


West-street, Sheffield, 1 
Post (e) : The Superintendent, Royal Infirmary, Sheffield, 6. 
LODGE MOOR HOSPITAL. (496 Beds.) 


SHEFFIELD. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
Appointment for 


REGISTRAR (infectious diseases) required. 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old, 

Sheffield, by 25th April, 1955, giving age, 

qualifications, present and previous appointments 


a SE 


quali- 
and be 


Fulwood-road, 
nationality, 


with dates, naming 3 referees. 
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SHEFFIELD. CITY GENERAL HOSPITAL. Department 
OF PATHOLOGY GROUP LABORATORY. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (clinical 
pathology), vacant Ist May, 1955. Resident accommodation is 
available and optional. Opportunities for training in morbid 
anatomy, biochemistry, hematology and_ bacteriology. The 
work at this and the associated hospitals offers excellent experi- 
ence to graduates who wish to make pathology their permanent 
career. The post is recognised for the D.Path. 

Apply, giving details of age, qualifications, present and 
previous appointments with dates, and the names of 2 persons 
to whom reference may be made, to the undersigned at Nether 
Edge Hospital, Sheffield, 11. W. STANSFIELD, Secretary. 


SHREWSBURY HOSPITAL GROUP. House Surgeon 
for general surgical duties (pre-registration post), vacant 16th 
May, 1955. 

Applications with copy testimonials to 
Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
REGISTR ‘AR required for busy Casualty Department at above 
Hospital. Special experience can be obtained in orthopedic 
and — surgery and particularly in hand surgery, as hand 
clinics are held at this Hospital and at others in the area. Candi- 
dates may visit the Hospital by direct appointment. 

Application forms obtainable from, and returnable to, 


Group Secretary, 


Group 


Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by Ist May. 
SWANSEA. MORRISTON HOSPITAL. (501 Beds.) 


GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Medical 
Unit of the above Hospital. : 

Applications, stating age, experience, 


qualifications and 


should be addressed to the Medical Superintendent of the 
Hospital. ‘ x su 
SWINDON HOSPITAL GROUP. (507 Beds.) Applica- 


tions are invited for the een nt of RESIDENT CASUALTY 
AND ORTHOPZXDIC OFFICER (Senior House Officer grade, 
£745 p.a.) at Great Western Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of years training under Fellowship 
regulations. Work of Accident and Orthopedic Department, 
associated with Wingfield-Morris Orthopedic Hospital, Oxford, 
includes large number of industrial injuries. Residential emolu- 
ments £145 p.a. 

Full de ‘tails, with copies of 3 recent testimonials, to Secretary, 

, Okus-road, Swindon, as soon as possible. irae ea 
WARWICK HOSPITAL. (350 Beds.) Senior House 
OFFICER (anesthetics) for duties mainly at the above Hospital. 
Post vac sank, resident or non-resident, recognised for D.A. and 
F.F.A.R.( 

Applic ll with names and addresses of 3 refere 

sent to Medical Superintendent. 
WATFORD PEACE MEMORIAL HOSPITAL AND 
SHRODELLS HOSPITAL, WATFORD. NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. SURGICAL REGISTRAR required 
at above Hospitals which may be visited by direct appointment. 
Post vacant 10th June. 

Application forms obtainable from and returnable to the 
Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 
10 days after the appearance of this advertisement. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGIS- 
TRAR in General Surgery (Registrar grade) required at the 
above ex Yar vacant Ist August. The Hospital is recognised 
for the F.R.C.S. There is also a Senior Surgical Registrar in 
the Hospital. 

Forms of application obtainable from the Group Secretary, 
Royal Hampshire County Hospital, must be completed and 
returned within 14 days of appearance of this advertisement. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post. Vacant 
Ist June. 

Applications, with copies of 2 testimonials, to the Secretary. 
WOLVERHAMPTON GROUP. 
Wolverhampton Eye Infirmary (100 Beds and busy 
Outpatient Department. Recognised for F.R.C.S. and 
D.O.M.S. am ions) 


HOUSE OFFICE! 

Apply Secretary, The Royal Hospital, Wolverhampton. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
ME a * COMMITTEE. 

Broadgate Mental Hospital, on Yorks (650 Beds) 

JUNIOR HOSPITAL MEDICAL ‘FICER required. 

Facilities for study. A flatlet is available in the Hospital. 

Detailed applications to Group Secretary, Westwood Hospital, 
Beverley. 
YORKSHIRE. 
MENT COMMITTEE. 

Westwood Hospital, Beverley, Yorks (229 Beds) 

ORTHOPEDIC HOUSE SURGEON (first, second, or third 
post). Offers good opportunity for general experience in busy 
acute general hospital. Approved pre-registration post. ead 
qualified practitioners may apply. Recognised for F.R.C.S 

Apply to Group Secretary. SO a hie a Sa en 
U.S.A. UNION HOSPITAL, Fali River, Massachusetts, 
U.S.A. (207 Beds.) Applications are invited for 4 INTERNS 
to serve for 1 year, starting Ist July, 1955. Rotating Intern 
training programme approved by the American Medical 
Association. Salary, $100 per month plus full maintenance, 
first 6 months ; $150 per month plus full maintenance, second 6 
months. 

Apply Administrator. 


rees, to be 
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U.S.A. BRIDGEPORT HOSPITAL, Bridgeport, Con- 
NECTICUT. Approved ROTATING INTERNSHIPS aveilable 
in a general hospital of 387 Beds and 60 bassinets ; approved 
residencies in medicine, surgery, obstetrics, pathology, radiology, 
and anesthesiology. Stipend of $190 per month in addition to full 
maintenance and uniforms. Exchange-visitor programme 
participant (P-—619). 

_ Address inquiries to Chairman, Committee on Medical Educa- 
tion of Interns and Residents, Bridgeport Hospital, Bridgeport, 
10, Connecticut, U.S.A. 


Public Appointments 


BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Applications are invited for the temporary 
appointment of 3 Whole-time MEDICAL OFFICERS in the 
Maternity and Child Welfare Department to take holiday duty 
during the summer months, commencing 6th June, 1955. The 
appointments are non-resident and the salary offered is at the 
rate of £18 4s. 5d. per week. Successful applicants are expected 
to remain, if required, for a period of 6 months. 

Application forms obtainable from the Medical Officer of 
Health, Council House, Birmingham, 3. Completed forms to be 
returned to him, with copies of 3 testimonials, not later than 
30th April, 1955. 


DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Positions vacant. 
1. Kerry COUNTY MEDICAL OFFICER. Inclusive salary 
£1515—-£1725. 
2. Cork COUNTY MEDICAL OFFICER. Inclusive salary 
£1675-£50-£1825. 
Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 29th April, 1955. 


NAKURU COUNTY COUNCIL. Kenya Colony. Appoint- 
ments vacant. Applications are invited for the appointment of 
a COUNTY MEDICAL OFFICER OF HEALTH. Candidates 
must be registered medical practitioners, holding the D.P.H. 
and/or a doctorate in State Medicine, and with experience in 
Local Government. 

Salary will be on the scale of £1228—€48 (approximately )- 
£1998 inclusive of cost-of-living allowance. The successful 
applicant will be entered at a point on the scale in accordance 
with experience and qualifications. 4 increments will be allowed 
for the possession of a higher qualification in public health. 
Housing will be provided at a rental of 10% basic salary or an 
allowance in lieu if housing is not immediately available. The 
successful applicant will be required to contribute to the Nairobi 
City Council’s superannuation fund at the rate of 74% of basic 
salary ; those with U.K. Local Government Service can purchase 
their service if required. A motor vehicle wil! be provided for 
official journeys, or, if permitted, mileage allowaice will be paid 
when the officer uses his own vehicle for duty. 

Leave. 14 days local leave annually will be allowed, not 
accumulative, 1 month leave per year of service may be taken 
after a tour of 48 months. 

Passages. First-class passages to a total of 3 adult passages 
will be provided on first appointment. On completion of tour, 
the same class of return passages will be provided subject to the 
officer returning to duty for a further tour. 

Medical Benefits. Council employees are insured with the 
Nakuru War Memorial Hospital. 

Applications, giving full personal and professional particulars, 
copies of testimonials, and a recent photograph, should be sent 
by air-mail to arrive not later than 10th May, 1955, to 
a Clerk of the County Council, Box 138, Nakuru, Kenya 
Colony. 

Nakuru is situated at an altitude of 6000 feet and is considered 
to be one of the healthiest areas in East Africa. All the usual 
amenities of a small County Town are available including golf, 
tennis, polo, clubs, swimming, shooting, fishing and hunting, 
&c. Any further information on Nakuru and Kenya in general 
can be obtained from the East Africa Office, London, or from the 
undersigned. 








W. A. PERREAU, Clerk of the Council. 


HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH—NORTH BORNEO. MEDICAL OFFICERS required in 
North Borneo for duties including day to day general clinical 
work in tropical and other diseases, maternity and child welfare, 
promotion of public and rural health and sanitation, with a 
limited amount of routine administrative functions appertaining 
to the locality and/or hospital in which they are serving. In 
addition they may be called upon to perform emergency surgery 
and to attend to midwifery cases. Appointment will be on 3 
years probation for permanent and pensionable employment or 
on short-term contract with gratuity on completion of satis- 
factory service. Salary scale, including pensionable expatriation 
pay, ranges from $780 to $1255 a month (£1092-£1757 a year. 
1 North Borneo dollar equals 2s. 4d.). Starting salary depends 
upon age, qualifications and experience. In addition, a cost-of- 
living allowance may also be payable, up to approximately £350 
a year, and is determined by the officer’s salary and family 
circumstances. It is subject to periodical revision. Private 
practice is not allowed but consultation is permitted in certain 
circumstances. Quarters are provided at low rental. Income-tax 
at local rates. Free passages in both directions are provided for 
officer, wife, and up to 3 children under 18 years of age. Normal 
tour of service is from 30 to 36 months. Local leave is permissible 
and generous home leave is granted after each tour. * Pension 
is earned at the rate of 1/600th of the final pensionable emolu- 
ments for each completed month of service. Candidates 
must possess medical qualifications registrable in the United 
Kingdom. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8.W.1 (quoting reference No. BCD.117/21/04). 





HER MAJESTY’S OVERSEA CIVIL SERVICE, Malaya. 
HEALTH OFFICERS required for general health duties includ- 
ing training of hospital assistants and nurses. Candidates must 
possess medical qualifications registrable in the United Kingdom 
and a Diploma or Certificate in Public Health. Appointments 
are available. 

(a) On 3 years probation for permanent and pensionable 
employment with pension (non-contributory) at age of 55. 
Basic pensionable salary is paid in the scale £890—£50—£1192-— 
£1276-£50-£1680 p.a. In addition, pensionable expatriation 
pay is payable to all officers at the rate of £266-£364 p.a. A 
non-pensionable expatriation allowance is paid to married 
officers without children at the rate of £91-£133 p.a., and to 
married officers with children at the rate of £182-£259 p.a. 
There are posts, specialist and administrative, available on 
promotion carrying higher salaries (up to about £3080 for the 
highest post). Promotion is often made before reaching the 
top (£1680) of the Health Officer’s salary scale. A temporary 
variable non-pensionable cost-of-living allowance is payable, 
according to salary and to family circumstances. This ranges 
from £56 to £497 a year. 

Note.—Doctors with more than 1 years approved experience 
after age 25 (including service in Her Majesty’s Forces) enter 
the salary scale at points above the minimum according to their 
experience. 

(6) From the National Health Service. Candidates may 
leave the National Health Service but retain their super- 
annuation rights up to 6 years and receive a gratuity (taxable) 
of 20% of the aggregate of their salary. Emoluments as under 
(a). . 
(c) On short-term contract for 3 years resident service. 
Emoluments as under (a). In addition a gratuity (taxable) 
at the rate of £100-£150 a year according to salary, is paid 
on expiry of contract. 

In all 3 types of appointment the rates of salary and gratuity 
refer to doctors eligible for ‘“‘ expatriate terms ’’ under Malayan 
Regulations (i.e., those whose permanent homes are in the 
United .Kingdom, Irish Republic, Australia, Canada, &c.). 

The climate is, for the tropics, healthy. European children 
do well up to the age of about 6 and schools are available locally. 
Income-tax is payable at Malayan rates which are lower than 
those in the United Kingdom. Government quarters with heavy 
furniture are provided at a low rental, or an allowance is paid in 
lieu of quarters. Free passages are provided for the doctor, his 
wife, and children under the age of 10 (not exceeding 4 persons 
beside himself) on appointment and once each way during each 
tour of duty of 3-4 years. Generous home leave is granted and 
local leave is permissible. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings Great Smith- 
street, London, 8.W.1 (quoting reference No. BCD. 117/60/06). 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Trinidad. 
MEDICAL OFFICERS OF HEALTH required. Duties include 
matters relating to sanitation, public health education, venereal 
diseases, tuberculosis, maternity and child welfare, school 
medical work, housing and town panne. Appointment can 
be made on a permanent basis with pension (pen-coneeeenerz ? 
at the age of 60, or on short-term agreement. A candidate in the 
National Health Service may leave the National Health Service 
but retain his superannuation rights (up to 6 years) and receive 
a gratuity of 20% of the aggregate of his salary after the end of 
his engagement. Salary scale ranges from B.W.1.$6720 to 
B.W.1.$7200 (£1400-€1500) p.a. (1 B.W.I. $ equals 4s. 2d.) 
Provision of quarters not guaranteed, but if government quarters 
are provided a small rental is charged. Where government 
quarters are not provided an allowance in lieu is payable. Free 
passages on first appointment are provided for Officer and family 
not exceeding 5 persons in all, also free passages on leave subject 
to a maximum of 3 adult fares. Income-tax at local rates. Loc 
leave is permissible and generous home leave is granted after 
each tour. Tour of service is 3} years. Educational facilities 
are available. Candidates must possess qualifications trable 
in the United Kingdom and the Diploma in Public Health. 

Application forms from the Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/38/014). 


MINISTRY OF SUPPLY. Pharmacologist ceqyieet at 
Ministry of Supply Establishment, near Salisbury, Wilts., for 
experimental work concerned with determining the mode of 
action of drugs and the assessment of therapeutic measures. 
Qualifications : Ist or 2nd class honours degree or equivalent 
qualification in Physiology or Pharmacology. Familiarity with 
modern methods of separation, identification, and — o 
active principles in biological fluids desirable. Salary within 
Scientific Officer range £467 10s.-€845. Women somewhat less. 
Superannuation benefits may be available. , ; 

Application forms from M.L.N.S., Technical and Scientific 
Registrar (K), 26, King-street, London, 8.W.1, quoting G111/5A. 
Closing date 7th May, 1955. 


THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 

Candidates are invited for Short Service Commissions of 
4 years, on termination of which a gratuity of £600 (tax 
free) is payable. Ample opportunity is granted for transfer 
to Permanent Commissions on completion of 1 year’s to 
service. fficers so transferred are paid instead a grant 
of £1500 (taxable). 

All entrants are required to be British subjects whose 
parents are British subjects, to be medically fit, and to 
pass an interview. 

Full particulars from the Admiralty Medical Depart- 
ner Queen Anne’s Mansions, St. James’s Park, London, 

-W.1. 
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FACTORY DOCTORS. Factories Acts, 1937 and 1948. 

The following appointments as Appointed Factory Doctor are 

vacant Apply to Chief Inspector of Factories, 8, St. James’s- 

square, London, 3%.W.1. 

Latest date for receipt 
of applications 
LLANDRINDOD WELLS RADNOR 30TH APRIL, 1955 
BROW NHLLLS ‘ . STAFFORD 30TH APRIL, 1955 

LONDON TRANSPORT. Applications are invited from 

registered medical practitioners for a post of MEDICAL 

OFFICER. The successful applicant will be responsible to the 

Chief Medical Officer for general clinical work and the medical 

supervision of working conditions. Commencing salary £1400 

p.a. The appointment is subject to a medical examination. On 

completion of a satisfactory probationary period, the selected 

—— will be expected to join a contributory superannuation 

acheme. 

Applications, giving full details of qualifications and experience, 

together with the names of 3 referees, should be sent within 14 

days of the appearance of this advertisement to the Staff Officer 


District County 


(F/EV. 524), London Transport Executive, 55, Broadway, S.W.1 
SURREY COUNTY COUNCIL. Assistant Medical 
OFFICER (Male). Applications are invited for this full-time 
appointment. Applicants must possess either the D.P.A. or 
D.C.H. The main duties will be in connection with the School 
Health and Maternity and Child Welfare Services. Salary 
according to experience on the grade of £950—-€50-4€1300 p.a. 


The appointment is subject to satisfactory medical examination, 
to the provisions of the Local Government Superannuation Acts, 
1937-1953, and to 3 months notice on either side. 


Application form from the County Medical Officer, County 
Hall, Kingston upon Thames, to be returned by 23rd April, 1955. 
BERMUDA. A vacancy will shortly exist for a Medical 


OFFICER in the Health Department, Bermuda. Salary is 
fixed at £1800 p.a., tax free. A single man under 40 years of age 
is preferred, with experience in public health. 

Reply in the first instance to M ROBERT 
COMPANY, 23, Coleman-street, E.C.2 


Hospital Services : Non-Medical Appointments 


SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. HOSPITAL BOARD SERVICE : Vacancy. 
GROOTE SCHUUR HOSPITAL, OBSERVATORY, CAPE TOWN, TECH- 
NICIAN grade “B” (E.E.G. Technician). Departments of 
Neuro-psychiatry and Neuro-surgery. Electro-encephalography 
Laboratory. 

1. Applications are invited for suitably 
appointment to the post of Technician, grade (Electro- 
encephalography ), at the Groote Schuur Hospital, Observatory, 
Cape Town, with salary on the scale £660—-£30—-£€750—-£786 p.a. 

2. In addition to the salary indicated, a cost-of-living allow- 
ance at rates prescribed from time to time by the Administrator 
is payable. The present annual rate is £234, payable to married 
male officials and employees. 

3. Conditions of service are 
Board Service Ordinance, No. 
regulations framed thereunder. 

4. Candidates for the above-mentioned post must give full 
particulars in regard to their training,’ qualifications, and 
experience, for example, the places and dates of training, details 
and dates of qualifications, and the periods and institutions 
where experience has been gained. Applicants must also state 
the earliest date on which they can assume duty. 

5. The successful applicant will be required to submit satis- 
factory birth and health certificates and his/her appointment will 
be subject to the following conditions : 

(i) Appointment will be on contract for 5 years in the case 
of a citizen of a Commonwealth country or the Republic 
of Ireland and 6 years in the case of a citizen of countries 
other than a Commonwealth country or the Republic of 
[reland. 

(ii) Transport expenses (third 


TUCKER & 


essrs. 








qualified persons for 
“Bp? 


prescribed in terms of Hospital 
19 of 1941, as amended, and the 


class by rail overseas and 
second or cabin class steamship fare and first class by 
rail in the Union) necessarily incurred by the successful 
applicant from place of residence to the place of assump- 
tion of duty in South Africa, will be defrayed by the 
Administration, provided that, if the contract is broken 
within 1 year of the date of assumption of duty the person 
appointed must refund to the Administration the full 
amount paid in respect of transport expenses and if 
the contract is broken within 5 years of the date of 
assumption of duty in the case of a citizen of a Common- 
wealth country or the Republic of Ireland and 6 years 
in the case of a citizen of another country, the person 
appointed shall refund to the Administration the pro rata 
share of the full amount above referred to in respect of the 
unexpiced period. 

(iii) The person so appointed will be offered permanent 
appointment during the terms of contract but not earlier 
than 3 years from the date of assumption of duty or with 
effect from the conclusion of the contract, provided he 
has passed an examination in Afrikaans as second language, 
which examination shall not be lower than the standard 

required for the Junior Certificate Examination of the 
Department of Education of this Province, and provided 
further that his services and conduct during the period 
of contract have been satisfactory and his state of health 
such as will enable him to continue to discharge efficiently 
all the duties of the post in which he will be employed. 

6. Application must be made on the prescribed form Staff 23, 
which is obtainable from The Staff Clerk, Room 102, South 
Africa House, Trafalgar-square, London, W.C.2. 

7. The completed application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, and 
must reach him not later than 14th May, 1955. 





General Practice 
For an Executive Council post (England and Wales) apply on + E.C.164 
obtainable from the council. Mark envelope ‘* Vacancy 


BOOTLE, LANCASHIRE. Applications are invited for 
2 VACANCIES (chiefly urban). At present partnership list 
(man and woman) approximately 5700. Residence and surgery 
available for purchase. Apply on Form E.C.16a, before 30th 
April, 1955, to— T. ARTHUR JONES, 
Clerk of the Council, Bootle Executive Council. 
61, Balliol-road, Bootle, Liverpool, 20. 


SHREWSBURY, SHROPSHIRE. 





Applications invited 


for VACANCY. List approximately 500. Initial practice allow- 
ance will be granted if eligible. Surgery and waiting-room 
may be available. Apply on Form E.C.16A before 26th April, 
1955. to F. Mooney, Clerk, Salop Executive Council. 

** Abbeydale,”’ 39, Abbey-foregate, Shrewsbury. 





Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 
Certified Pathologist to handle work in two 150-Bed 
General Hospitals in Northern Saskatchewan city of 20,000 
population. Expected remuneration $10,000-$12,000 p.a., plus 





limited outside work.—Address, No. 122, THe LANcET Office, 
7, Adam-street, Adelphi, London, W.C.2. 
For excellent training opportunities and promising 


United States of America contact 
Dr. E. von Haam, Chairman, Department of Pathology, Ohio 
State University Medical Center, Columbus 10, Ohio. 
Parke, Davis & Company Limited, require a medical man 
not over 40 with some literary ability for their Medical Service 
Department. Duties will include medical correspondence, 
compilation and editing of literature, and in due course some 
lecturing. The post is progressive and pensionable. The 
commencing salary will be not less than £1000 p.a., depending 
on knowledge and ability.—Apply in first instance for application 
form to Personnel Manager, Parke, Davis & Company Limited. 
Staines-road. Hounslow, Middlesex. 
Medical Officer required for Middie East by large Oil 
Company ; preference for those with overseas experience and 
some knowledge of tropical work. Age about 35 and preferably 
single. Total emoluments not less than £2000 p.a. (incremental ) 
with no income-tax at present. Paid home leave after 2 years ; 
pension fund.—Write quoting No. 379 to Box No. 8533, c/o 
CHARLES BARKER & Sons LTD., 31, Budge-row, London, E.C.4. 
Experienced Receptionist requires position in London 
area immediately. Previous experience includes 2-years research 
with hypotensive drugs as a technician.— Phone : FLAxman 8668. 
Close Portman-square, 5 excellent consulting-rooms on 
ground and first floors, with passenger lift. Reasonable terms. 
For further details apply : Sole Agents, J. TREvor & Sons, 58, 
Grosvenor-street, W.1 (MAYfair 8151). 
Wanted, Wimpole-street area, consulting-room and room 
suitable small laboratory or share of laboratory facilitics.— 
Address, No. I 20, THE LANceET Office, 7, Adam-street, Adelphi, 
London, W.C.2 
Worthing. 
21 rooms, kitchens and bathrooms. 
inclusive contents.—FoLKARD & HAyWarpb, 115, 
W.1L (WELbeck 8181). 
Hertfordshire. 6 miles Potters Bar. 7 miles Enfield. 
Ashendene, Bayford. An attractive Country residence, most 
suitable for use as a nursing-home, office premises, school or 
similar institution. Hall, 4 reception rooms, 18-20 bedrooms, 
3 bathrooms, 2 cloakrooms ; main electricity and water ; 
central heating ; garages and stabling, with gardeners cottages, 
and 2 modernised flats adjoining entrance lodge ; timbered 
grounds ; tennis lawn and timber-built pavilion. About 5} 


careers for Pathologists in the 


Freehold Nursing or Convalescent Home. 
2 minutes from sea. £8500 
Baker-street, 


acres. Freehold with vacant possession. For sale by auction as 
a whole or in 3 lots unless sold privately on 6th June, at the 
Salisbury Arms Hotel, Hertford. 

Joints Auctioneers :—Norris & DUVALL, 106, Fore-street, 
Hertford (Tel. 2249), and JoHn D. Woop & Co., 23, Berkeley- 
square, London, W.1. (R.42462.) 


Typewriting and Duplicatin First-class work at moder- 
ate prices by experienced medical typists.—SyBIL Rano, 21, 
Heath-street, Hampstead, London, N.W.3 (HAM. 5329/0504). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.l 
(MUSeum 5386-7). 
Well-known, highly respected pharmaceutical house with 
large annual business seeks products with successful backgrounds 
in country of origin for production and sale in U.S.A. under 
licensing, royalties, or outright purchase of patents. All corres- 
ondence held in strict confidence.—Address, No. 116, THE 
ANCET Office, 7, Adam-street, Adelphi. London, W.C.2 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
Lrp., 127, New Bond-street, W.1. 
Watson's “ Service "Microscope, 16009; “ Service” 
Mechanical Stage, £55. Various accessories, £30. —Moss, ** Stone 
Ways.”’ Tenterden-grove. Hendon. N.W.4 (SUN 1598). 
Hypnotism. Will all Doctors interested in this subject 
for Medical purposes please write to the Secretary, British 
Society of Medical Hypnotists, 126, Harley-street, W.1. 
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On this occasion the highest peak has to make room for the announcement of a new 


addition to the ‘ Eskacillin’ range of palatable oral penicillins. 


Kitsch al containing 300,000 i.u. per standard medical teaspoonful (1 fl. drachm: 3.5 ml.) 


This new high strength ‘ Eskacillin’ 300 


offers the convenience of less frequent H } G H gE R STR FE N GTH 


(b.d. or t.i.d.) dosage whilst retaining 


the advantages of high initial blood i M PLE 8 D 0 SAG E 


levels and sustained therapeutic effect. 








In 1% fl. oz. (42 ml.) bottles 
Other Eskacillin preparations are available in 2 fl. oz. (56 ml.) bottles 
AN SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by 
MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
Tel: BRixton 7851 


* Eskacillin’ is a registered trade mark 
ECP45 





ca 
—_— 
vs 





THE LANCET] 


THE LANCET GENERAL ADVERTISER 


[Aprit 16, 1955 

















ANTICHOLINERGIC AND SPASMOLYTIC 


Antrenyl 


A product of CIBA research 








FOR THE RAPID RELIEF OF 
GASTRO-INTESTINAL PAIN PARTICULARLY IN 
PEPTIC ULCER 
AND OTHER CONDITIONS ASSOCIATED 
WITH HYPERMOTILITY OR SPASM. 


WELL TOLERATED IN THE USUAL THERAPEUTIC DOSES 


Available in tablets containing 5 mg. 
2-diethylaminoethyl-c-cyclohexyl-a-phenyl glycollate methobromide 
Bottles of 25, 100 and 500 


CIBA 


‘Antrenyl’ is a registered trade mark Reg. user 
CIBA LABORATORIES LIMITED - HORSHAM -: SUSSEX 
Telephone Horsham 1234 Telegrams Cibalabs, Horsham 
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